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AS PROVED BY extensive clinical trials— 
an over-all success rate of more than 94% 
was achieved in a total of 3,280 cases.+ 


AS PROVED BY effectiveness in “‘problem 
infections’’—a response rate better than 96% 
was recorded in a group of 221 gastrointes- 
tinal infections including chronic intestinal 
amebiasis; 91°7 of 465 urogenital infections 
were successfully controlled. t 
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AS PROVED BY success in mixed infec- 
tions—more than 95% of 1,000 acute and 
chronic respiratory tract infections were 
successfully treated; a 99° cure rate was 
achieved in mixed bacterial pneumonias.{ 


AS PROVED BY excellent safety record— 
extremely well tolerated; discontinuance of 
medication was necessary in only 11 of 3,820 
patients. t 


A significant number of the above cases had not responded 


to other 


SUPPLY: Capsules (green and white), 250 mg. 
and 125 mg. 

New Oral Suspension (raspberry-flavored) 
2 oz. bottle, 125 mg. per teaspoonful (5cc.) 
New Pediatric Drops (raspberry-flavored) 
10 ec. bottle, 5 mg. per drop, plastic cali- 
brated dropper. 


Pfizer Science for the world’s well-being 





antibiotics. 


——— 


Average dosage: For adults, 1-2 Gm. daily in 
divided doses; proportionately less for chil- 
dren, depending on age, weight, and severity 
of infection. 
7More than 100 clinical references attest to the 
superiority and effectiveness of Cosa-Signe- 
mycin (Signemycin). Bibliography and profes- 
sional information booklet available on request. 
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Parenteral 
Performance — 


Every Pulvule 


hours after administration 





ILOSONE™ assures a decisive response 
in common bacterial infections 


Parenteral potency—The graph above 
shows that Ilosone provides antibacterial 
serum levels comparable to those ob- 
tained with intramuscular therapy. 


Parenteral certainty—In more thana 
thousand determinations, in hundreds of 
patients studied, Ilosone has never failed 
to provide significant antibacterial levels 
in the serum. 

The usual dosage for adults and chil- 
dren over fifty pounds is 250 mg. every 


llosone™ (propionyl erythromycin ester, Lilly) 


six hours, but doses of 500 mg. or more 
may be administered safely every six 
hours in more severe infections. For op- 
timum effect, administer on an empty 
stomach. Supplied in Pulvules of 250 
mg. (For pre «a under fifty pounds, a 
125-mg. Pulvule is also available.) 

‘ Antibiotic Med. & Clin. Therapy, 5:609, 
958. 

2. Data from Antibiotics Annual, p. 269, 1954- 
1955. 
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TO THE APRIL ISSU 





e Mental 
most old 


changes occur in 
persons, and_ these 
vary considerably, depending 
upon such factors 
as emotional states and en- 
vironmental conditions, says 
Marjory Warren, consulting 
physician with the Geriatric 
Unit, West Middlesex Hospi- 
tal, Isleworth, England. In an 
article on Mental Confusion in 
Elderly Persons, she draws at- 


changing 


tention to conditions and vari- 
ations which are known to oc- 
cur and suggests some ways of 
differentiating abnormal con- 
ditions, thus indicating the 
proper lines of treatment and 
management. She stresses the 
importance of such factors as 
maintenance of health and 
happiness, a good environment 
with full social services as need 
ed, increased empioyment for 
the periods of senescence, and 
as much activity and occupa- 
tion as possible. 


e It is an accepted concept 
that older people should main- 
tain community ties and con- 
tinue to engage in purposeful 
activity. When circumstances 
necessitate residence in an old- 
age home or other sheltered 
environment, the same concept 
still applies, although the per- 
spective of staff and resident 
must change, writes Richard 
N. Filer, chief of the Domi- 
ciliary Pilot Program at Wood 
Veterans Administration Cen- 
ter, Milwaukee. In An Activity 
Program for Old Persons in a 
Sheltered Living Community, 
he describes the effort being 
made to add meaning and di- 
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South Tenth Street, Minneapolis 3, Minnesota. Title registered 
U.S. Patent Office. Louis M. Cohen, Publisher. Virginia L. 
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Lee Klemmer, Bernard A. Smiler, John Winter, 1 East 42nd 


Street. Telephone: Murray Hill 2-8717. 


rection to the everyday lives of 
chronically ill veterans in ad- 
dition to providing medical 
care and economic security. 


e A study was made to evalu- 
ate Absorption of Vitamin B,, 
in the Aged, various 
physical dosage forms of the 
vitamin, with and without in- 
trinsic factor, by Stanley Tau- 
ber, associate in research, Jew- 
ish Home for the Aged, Phila- 
delphia; Bacon Chow, associate 
professor in the School of Hy- 
giene and Public Health, Johns 
Hopkins University; and Rob- 
ert S. Goodhart, scientific di- 
rector, National Vitamin Foun- 
dation. It appears from this 
study that some intrinsic factor 
preparations, when adminis 
tered over a period of time, re- 


using 


sult in a decreased serum level 
of vitamin Bs, which is pre- 
sumably decreased absorption, 
whereas other intrinsic factor 
preparations do not have this 
characteristic. 


e From a review of the his- 
tories of 104 elderly patients 
from Fairfield State Hospi- 
tal, Newtown, Connecticut, 
Paul Gal reports that cerebral 
arteriosclerosis and senile brain 
disease constitute the bulk of 
Mental Disorders in the Ad- 
vanced Years. Changes in brain 
tissue per se did not neces- 
sarily produce and give the 
characteristics of a psychosis. 
The discrepancy between the 
clinical picture and postmor- 
tem findings was about 25 per 
cent. Constitutional, personal, 
and social factors played im- 


Burt D. Cohen, 


portant roles in causing and 
precipitating a psychosis. 


e Research in aging forms an 
important element of the Re- 
search Grant Program of the 
National Institutes of Health, 
according to Halsey Hunt, chief 
of the Division of General 
Medical Sciences, and Robert 
Akers and Stanley R. Mohler 
of the staff of the Center for 
Aging Research, National In- 
stitutes of Health. In 1956, the 
Center for Aging Research was 
established with the specific re- 
sponsibility for fostering re- 
search in this field. As of Jan- 
uary 31, 1958, there were 120 
projects directly related to ag- 
ing and 140 that were indi- 
rectly or secondarily related. 


e The Course of 
Untreated Neoplasm in a geri- 
atric patient is described by 
Chester Solez, internist on the 
staff of the Veterans Admini- 
stration Hospital at Bath, New 
York. After refusing operation 
for a neoplasm of the stomach, 
a 70-year-old man lived for 
seven years and seven months 
without abdominal symptoms 
and died of cerebral hemorrhage 
at the age of 77. Postmortem 
examination revealed a_ car- 
cinoma involving 7 cm. of the 
stomach and extending in the 
duodenum, but with no evi- 
dence of metastases. 


Prolonged 


For these and other articles, 
abstracts, and reviews, read 
every issue of Geriatrics. 
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Indications 
TESSALON is indicated in acute and chronic 
cough. 

ACUTE: Common cold, Bronchitis, Pneu- 
monia, Upper respiratory infection, Pleu- 
risy, Spontaneous pneumothorax, Bronchial 
irritation provoked by gases and foreign 
bodies. CHRONIC: Pulmonary emphysema, 
Bronchitis (emphysematous, asthmatic), 
Bronchial asthma, Tuberculosis, other 
chronic pulmonary diseases, Pulmonary or 
mediastinal tumors 

PROCEDURES: Bronchoscopy and bronchog- 
raphy, Thoracentesis, Thoracic surgery 
Dosage 

ADULTS: Average dosage is one Perle (100 
mg.) t.i.d. If necessary, or where cough is 
refractory, up to 6 Perles (600 mg.) daily 
may be given. 

CHILDREN UNDER 10: One Pediatric Perle 
(50 mg.) t.i.d. is the usual dosage. 

The Perles should be swallowed without 
chewing, and, if necessary, with a liquid. 
Release of TESSALON from the Perle in the 
mouth produces a temporary local anesthe- 
sia of the oral mucosa. 

Side Effects 

TESSALON is well tolerated. Only occasional- 
ly have side effects been reported. Skin rash, 
nasal congestion and a vague “chilly” sensa- 
tion have been mentioned. In rare instances, 
gastrointestinal upset, constipation or seda- 
tion have been observed. No adverse effects 
on respiration, kidney or liver function tests, 
blood count or urinalysis were reported. 
Supplied 

Perle form (liquid-filled gelatin spheres) 
provides speed of liquid medication—con- 
venience and dosage accuracy of capsule 
medication. In two strengths: 100-mg. 
Perles (yellow), for adult use; 50-mg. 
Perles (red), for children under 10. 
Samples available on request. 
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Controls cough 
where cough 
begins—in the chest. 


Controls cough at the 
cough reflex center— 
in the medulla. 


Thins sputum. 


Increases vital capacity 
and ventilation. 


Improves exercise tolerance. 





Relieves dyspnea. 





LETTERS 
to the Editors 


This section of Geriatrics is open for 
informal comment from readers. Publi- 
cation of letters is subject to editing and 
availability of space. 


Ciba Foundation Colloquia on Aging 
10 THE EDITOR: 


(Among the many publications on the sci- 
entific study of aging, high place must go 
to the Ciba Foundation Colloquia on Age- 
ing, edited by G. E. W. Wolstenholme, di- 
rector of the Foundation, and Maeve O’Con- 
nor. The colloquia meetings were begun in 
1954 and are held annually by invitation in 
the Ciba Foundation Headquarters in Lon- 
don. Here Doctor Wolstenholme and his as- 
sistants provide delightful stimulus for high- 
ly effective scientific discussion. 


The four volumes so far published in 
this series are: Volume I, General Aspects, 
defining senescence and discussing patho- 
logic and mental aspects of aging; Volume 
II, Ageing in Transient Tissues, considering 
red cells, prenatal endocrine events, ovarian 
regeneration, and organ culture; Volume 
III, Methodology of the Study of Ageing, 
giving technical details of study methods, 
and Volume IV, Water and Electrolyte Me- 
tabolism in Relation to Age and Sex, deal- 
ing with age and sex changes in regulation 
of water content and electrolyte distribu- 
tion, acid-base control, renal disease in age, 
and body water compartments during the 
life span. 

Here then for geriatricians is a significant 
reference library of important scientific mat- 
These volumes are 
well designed and clearly written, with the 
inclusion of stimulating discussion. Pub- 
lished in the United States by Little, Brown, 
and Company of Boston, they are relatively 
inexpensive in consideration of the large 


ters involving aging. 


amount of useful information which they 
contain. 
it is to be hoped that these important 
colloquia will long continue. The study of 
the aging process is in its infancy, and there 
is much we may all learn to our advantage 
about the many factors involved in it. 
CHAUNCEY D. LEAKE, PH.D. 


26A 





A Perceptive Study 

of an Aging Mind 

The following communication was written by 
the daughter of an able and learned phy- 
sician. We are happy to publish it because 
it can give gerontologists a clear picture of 
some of the problems a woman can run into 
as she takes care of an aged parent, dying 
slowly with cerebral arteriosclerosis with 
perhaps a series of little strokes. Miss Naylor 
shows how the mind of an old person wan- 
ders. At times, the daughter will marvel at 
the clarity of her mother’s mental processes, 
the next minute she may be surprised to 
find her hallucinating, and the next minute 
the aged one may be cracking a joke with all 
her old good nature, her great wisdom, and 
her cute ways of saying things. 

A hundred times, patients of mine have 
told me of the very distressing difficulties 
they were going through with an aged 
mother who one minute might be ordering 
them out of the house as complete strangers 
and uninvited intruders and the next min- 
ute, with great artistic ability, she might be 
telling an interior decorator just how she 
wanted a room done over. 

An important point about Miss Naylor's 
article is that she gives us physicians a clear- 
cut picture of phenomena about which we 
know littlhe—unless, for months, we ourselves 
have had to take some of the care of a senile 
relative in our own heme. 

WALTER C. ALVAREZ, M.D. 


lO THE EDITORS: 


Years ago the husband of one of my friends 
in his 70s every so often would see little 
people sitting on the arm of his chair. In- 
stead of indulging him in this harmless fan- 
tasy, his wife would become angry and, wip- 
ing her hands swiftly across the arm of the 
chair, would say, “You know you don’t see 
little people there.” At the home of his 
brother-in-law the man was happier. Why? 
Because his brother-in-law would say quiet- 
ly, “Yes, I see them, but pay no attention to 
them and they'll soon go away.” And go 
they did, perhaps not to come back again 
that day. 

I remembered this, and hence, when my 
mother at 82 became bedfast and at times 
incoherent, I was determined that I would 
humor her as much as possible; I would ac- 
cede to her request that she remain in her 
home, though she would require round-the- 

(Continued on page 28A) 
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clock 
laughed, and I would comfort her whenever 
I could. 

Often she would tell me of something she 


nursing; I would Jaugh when she 


was seeing, believing it to be true. Later, 
perhaps, she would realize that it couldn’t 
have been seen in reality, like the time the 
nurse apparently walked under her bed, 
bumping her head on the springs, or the 
time when a pair of Uncle Sam’s striped 
pants appeared to be from the 
chandelier. 

One day Mother asked me concernedly 


hanging 


enough, “How am I to know, when I see my 
purse on the bed, whether it is really there?” 
Evidently she knew that at times her vision 
was untrustworthy. 

frantic over 
what she saw, as one day when lying in bed 
looking at a corner of the ceiling, she cried 
out to me with her hands clenched, “Oh, 
look! That water’s running over!” I replied, 
“Why, honey, I turned it off as I came by!” 
With this, her expression of relief was good 
to hear. “Oh, you’re wonderful, you think of 
everything.” 


Sometimes she would get 


As she grew older and the circulation of 
her brain became less and less adequate— 
she lay abed eight years to the day—she lived 
more and more in the past. Her mother and 
sister, long since dead, would seem to be 
there with her, or I would have to make ex- 
cuses as to why they weren’t there. At times 
she’d want to know where the baby was, 
and I’d have to say “Baby’s sleeping,” or 
“The nurse has her.” 

Often, she thought she was at work, as in 
the past. She thought she was sewing or 
baking, or trying to finish a pair of pants for 
some child. Then I might say, “Why the 
nurse and J both sew and we're finishing the 
pants for you.” And her relief would be un- 
bounded. 

On several occasions she’d call to me, say- 
ing, “Oh, I forgot to take the pies out of 
the oven.” And I'd say, “Oh, I saw they were 
done, so I took them out.” And then she’d 
be so grateful. Once, however, she embar- 
rassed me by asking for a bit of her pie, and 
I had to tell her that the nurse and I had 
eaten it. You should have seen the look on 
her face—accusation, disappointment, but 
yet amusement. 

In the little one-story house where we 
lived, there was a transom over her door, 
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and Mother would lie looking through it 
into the top of a maple tree. She loved the 
colors of the fall foliage. But one day she 
said, ‘““There are men milking cows in the 
top of that tree.” I asked, “Does it look like 
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that to you?” “Well, look, there they are. You 
can see for yourself.” She saw the men and 
the cows there every day for a while and it 
seemed perfectly logical to her that they 
should be in the tree tops. Her smile as she 
watched them was childlike and sweet. 

During those eight long years Mother was 
usually kind, with a lovely disposition, wit- 
ty, and altogether lovable. [ will never for- 
get her greetings to me when I appeared in 
the doorway. “Oh, you sweet precious baby 
you.” 

Toward the last, to Mother, I was three 
persons. I was Lucile, which is my name, I 
was Pegey (my nickname), and I was “that 
other girl.” Mother would often say to me, 
“That other girl had that same dress on a 
while ago.” 

“Yes,” I'd say, “we wear the same clothes,” 
and that satisfied her. 

Very interesting was the fact that. sick 
unto death as she was at the end and even 
when she was gasping for breath, every so 
often her sense of humor would come to the 
fore. Sometimes then her remarks were very 
amusing. As is the case with many very old 
people, her memory of events early in life 
was excellent. For instance, a few months 
before her death, when she was nearly 90, 
she suddenly began quoting a bit of verse 
that we youngsters had liked some _ fifty 
years before. She quoted it correctly, and 
an impish grin attested to the deep satisfac- 
tion which her recollection and rendition of 
the verse had afforded her. 

Her illness began with a bad heart, plus 
some arthritis. Then she began to have little 
strokes, and with this the arthritis got worse 
and her joints became warped and motion- 
less. For several years she lay unable to 
move herself, except for a slight change in 
the position of one arm. She had gone down 
in weight from 185 pounds to a mere 75. 
She was a twisted skeleton, but she still had 
her old personality and a happy disposition. 

One day she had a stroke with a sense of 
great dizziness, and a few hours later she 
left us. She slipped away with her hand in 
mine, leaving me everlastingly grateful that 
I had been able to keep her in her own 
home as she had so wanted me to do. 

LUCILE NAYLOR 
McConnelsville, Ohio 
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All books intended for review and all correspond- 
ence relating to this department should be sent 





to Book Editor, Geriatrics, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 
General Pathology 

SIR HOWARD FLOREY, M.D., editor, 1958. 


Philadelphia: W. B. Saunders Company. 

Second edition. Illustrated. 932 pages. $15. 
This volume, the second edition of a series 
of lectures on general pathology and_bac- 
teriology delivered at the Sir William Dunn 
School of Pathology, University of Oxford, 
is more complete than the first edition be- 
cause of the addition of chapters on throm- 
bosis, metabolic 
atherosclerosis, and tumors. These stimulat- 


changes following injury, 


ing and provocative essays were prepared by 
authors with special interest in their respec- 
tive subjects. The topics selected are of the 
widest importance to the medical student, 
are of the pathologist, and 
should also interest representatives of the 
various specialties. 


interest to 


The chapters on inflammation by the 
editor of the volume present in concise fash- 
ion the important aspects of this basic phe- 
nomenon of general pathology. MacFarlane's 
chapter, The Reactions of the Blood to 
Injury, is a well-rounded presentation on 
this difficult but the chapter, 
Hemorrhage and Shock, by Cameron is too 
short and far from complete. The same 
holds true for the chapter, The Functional 
Significance of Connective Tissue by Robb- 
Smith, which surely does not do justice to 
the fascinating questions related to these 
subjects. The Cell Growth and 
Multiplication by Harris and The Nature 
of Tumor Growth by Berenblum, constitute 
the best parts of this volume. 


problem, 


essay S, 


The scope of the book is increased by 
the inclusion of sections dealing with fever, 
healing, and infective granulomata. The 
topics of resistance and immunity are ade- 
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quately covered. There is a question in the 
mind of the reviewer whether atherosclero- 
sis should be considered within the frame- 
work of general pathology, as has been done 
in this volume by French, or dealt with in a 
separate chapter on lipid and protein me- 
tabolism. If such a discussion appeared to be 
absolutely desirable for this volume, then 
it is definitely inadequate as presented. 
No general advice about this book can be 
given lightheartedly. The teaching of gen- 
eral pathology is surely neglected in most of 
the medical schools and in the standard 
textbooks of pathology. An integration of 
the general pathology with pathologic phys- 
iology is of great importance. However, such 
an integration has to be achieved by a care- 
ful discussion of the morphologic altera- 
tions. A textbook of general pathology 
should include careful references to special 
pathology, demonstra:ing the applications of 
certain acquired pathologic phenomena to 
the better understanding of special patho- 
logic problems. In the opinion of the re- 
viewer, this volume may be of interest to 
medical students as optional reading, but 
it does not replace a good textbook of gen- 
eral pathology. 
PAUL B. SZANTO, M.D. 
Oak Forest, Illinois 


Modern Clinical Psychiatry 
ARTHUR P. NOYES, M.D., and LAWRENCE C. 
KOLB, M.D., 1958. Philadelphia: W. B. 
Saunders Fifth edition. 694 
pages. $8. 


Company. 


This fifth edition of one of the most popu- 
lar and outstanding texts on psychiatry con- 
tinues its undeviating standard of clear, 
crisp, pedagogic presentation. Although it is 
gauged to the level of the senior medical 
student and the resident, there is no physi- 
cian who could not derive considerable 
benefit from a perusal of this book. 

The book is well printed on glossy paper. 
Each chapter makes an excellent lecture by 
itself. The references given at the end of the 
discussion are good, although, in my opin- 
ion, attention could be called to some work 
abroad. There is a splendid group of chap- 
ters on such ancillary topics as drug addic- 
tion, pharmacologic therapy, psychiatry and 
the law, and similar subjects. 

The authors continue their orthodox 
classification of psychiatric disorders and are 
firm in acknowledging that there can be no 

(Continued on page 42A) 
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personality outside of the body. Still, they 
put quotation marks around the word, 
“mind,” as if, by so doing, they perform a 
deed of great valor. This reviewer is only 
an internist and so has no reputation to 
risk in psychiatry. I had the pleasure of 
reading recently the excellent review of 
Morphological and Physiological Bases of 
Temporary Connections Within the Cere- 
bral Cortex by I. S. Beritashvili of ‘Tbilisi 
(unfortunately available in the original 
Russian only), which expounds in minute 
detail the physical basis of the mind. 

There is a wealth of material bearing on 
the biochemistry of mental disease. May I 
mention so recent a monograph as Physio- 
logical Role of Monoamine Oxidase by A. N. 
Davison in the October issue of Physio- 
logical Reviews, in which particular atten- 
tion is called to the relationships of sero 
tonin, ceruloplasmin, monoamine oxidase, 
histamine, and other definite substances to 
schizophrenia. 

Psychiatry being a compartmentalized 
discipline, it has its own lexicon and view- 
points. The terms, affect, conation, id, ego, 
and superego, all have their precise defini- 
tions in clinical psychiatry. This reviewer 
ventures to ask Drs. Noyes and Kolb a 
question: How soon will serotonin and 
monamine oxidase enter into psychiatric 
jargon? We still talk about organic and in- 
organic chemistry, although the terms have 
different meanings than they had_ before 
1828, the year that Wohler synthesized urea 
and proved that the division was purely 
artificial. 

Of course, a textbook cannot incorporate 
material of confusing and controversial na- 
ture. Still, the advances being made are so 
rapid and substantial that such keen teach- 
ers as Noyes and Kolb will surely find it 
necessary to include this biochemical mate- 
rial in later editions of this volume. The 
question is asked in all seriousness and has 
no derogatory overtones. 

The authors have exercised discriminat- 
ing judgment and continue to present, in 
this latest edition, one of the very finest 
textbooks available on the subject of clinical 
psychiatry. 

ARNOLD LIEBERMAN, M.D. 
Elmhurst, New York 
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Symposium on Metabolism of Lipids 
PROFESSOR G. F. MARRIAN, Chairman of the 
planning committee, and DR. G. POPJAK, 
scientific editor. British Medical Bulletin, 
September 1958. London: Medical Depart- 
ment, The British Council. 65 Davies 
Sireet. 82 pages. $3.25. 

Each quarterly issue of the British Medical 
Bulletin offers a summary of the current 
status of some area of research. The series 
is noteworthy for the care with which the 
authors are selected and the concise, pithy 
summaries which are offered, even of com- 
plex problems. This issue is no exception, 
for here is gathered a series of 12 reviews 
which, in sum, present an excellent bird’s- 
eye view of the areas of lipid metabolism of 
greatest current interest. Of these, only the 
initial paper on Biosynthesis of Fatty Acids 
by Priscilla Hele fails to describe the latest 
thinking and this only because very recent 
findings by Gibson and Wakil have demon- 
strated that the pathway of fatty acid syn- 
thesis differs dramatically from that of fatty 
acid oxidation. The review of Fat Absorp- 
tion and its Disorders by A. C. Frazer is of 
considerable interest, albeit Dr. Frazer is 
still wedded to his “partition’’ hypothesis 
and fails to treat adequately of the clinical 
utility of the use of I-labeled fat in in- 
stances of impaired fat digestion or absorp- 
tion. 

J. W. Cornforth and G. Popjak succinctly 
summarize the complex reactions involved 
in cholesterol biosynthesis, and J. E. French, 
B. Morris, and D. S. Robinson analyze the 
problems involved in, and the anatomic sites 
and molecular mechanism of, the Removal 
of Lipids from the Blood Stream. Unfortu- 
nately, none of these reviews addresses itself 
to the factors controlling the rate of choles- 
terol or fatty acid biosynthesis. 

Of considerable geriatric interest is the 
comprehensive and critical account by B. 
Bronte-Stewart of Diet, Blood Lipids, and 
Ischemic Heart Disease. This authority is 
convinced of the reality of the frequently 
described relationship between the quantity 
and quality of dietary lipids on the one 
hand and of the level of plasma lipids on 
the other. But he concludes that “. . . the 
hypothesis that ischemic heart disease re- 
sults from a disturbance in fat metabolism 
is founded more on assumption than on 
fact. Undoubtedly other factors are impor- 
tant in its etiology and a possible interplay 
of genetic and environmental factors has not 

(Continued on page 44A) 
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been excluded. Nevertheless, of all the en- 
vironmental variables constituting our pres- 
ent-day mode of life, no other at present 
can be so closely related to pathological, 
metabolic, and epidemiological features of 
the disease as the nature of the dietary fat 
intake.” 

Later, A. T. James and J. E. Lovelock, 
discussing Essential Fatty Acids and Human 
Disease, cite their own experiments indicat- 
ing synthesis, in vitro, of “essential” fatty 
acids from acetate-C* by human _ erythro 
cytes, experiments which have not convinced 
many biochemists. They further state that, 
“It has yet to be proved that any human 
disease is due to a deficiency of essential 
fatty acids.” 

The volume concludes with Lipids and 
the Structure of Myelin by J. B. Finean and 
J. D. Robertson. Thus, this is a rich issue 
of the Bulletin and its perusal will be re- 
warding. 

PHILIP HANDLER, PH.D. 
Durham, North Carolina 


Portal Hypertension 

ALAN H. HUNT, F.R.C.S., 1958. Baltimore: 

Williams & Wilkins Company. 230 pages. 

$8.50. 

This contribution to the study of portal 
hypertension was the Jacksonian Prize Essay 
of the Royal College of Surgeons in 1956. 
Alan Henderson Hunt is presently on the 
surgical staff at St. Bartholomew’s and the 
Royal Marsden hospitals and was formerly 
Hunterian Professor of the Royal College 
of Surgeons of England. 

The monograph is an analysis of 250 pa 
tients observed by the author from 1947 to 
June 1956. Since the group was referred for 
surgical opinion, it included a_preponder- 
ance of patients with ascites, hemorrhage, 01 
persistent jaundice; some were in terminal 
stages of coma or shock. The approach, 
therefore, is wholly surgical. ‘The anatomy 
of the portal system, including the signifi- 
cant vascular anomalies, is given in detail. 
The several causes, extra- and intrahepatic, 
of portal obstruction are explained. The 
text here is profusely illustrated with clearly 
reproduced films of injected vascular struc 
tures concerned in the various types of ob- 
struction. 
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The different surgical corrective methods 
applicable to appropriate obstructive dis- 
orders are thoroughly described. About 60 
pages are devoted to case reports which ex- 
emplify the matters discussed in the text. 
The references are pertinent, and the index 
is adequate. This monograph should be ap- 
preciated by anyone interested in the liver. 

JAMES B. CAREY, M.D. 
Minneapolis 


The Older Worker in Industry 


G. HAMILTON CROOK and MARTIN HEINSTEIN, 
1958. University of California, Berkeley: 
Institute of Industrial Relations. 143 
pages. $2. 
This monograph is a report of a California 
survey of 616 male and 230 female skilled, 
semiskilled, and unskilled manual workers, 
42 per cent of whom were 50 years of age or 
older. ‘This older group, about a third of 
whom were 60 or over, was compared with 
another group of subjects who were under 
50 and who were, on the average, twenty 
years younger than the older workers. 
Physiologic perfusion tests to measure the 
rate of elimination of carbon dioxide, which 
gave indeterminate results in relation to age, 
were performed as part of the study. How- 
ever, the report was primarily concerned 
with the results of a systematic interview of 
each worker and evaluations by supervisors. 
Most of the workers, who were selected 
from 27 companies, enlisted voluntarily for 
the interview and perfusion test, while some 
submitted only under pressure (which was 
not believed to influence findings). Of the 
27 companies, most of whom were union- 
ized, 10 had formal retirement policies with 
pension provisions while 12 had no such 
policies or pensions, and information was 
lacking for 5. Where in force, the compul- 
sory retirement age was usually 65 for men; 
in three companies, women were required 
to retire at the age of 60. The older men 
had been with the company about nine 
years and the older women, twelve years. 
The interviews indicated that older work- 
ers tended to view their jobs:and work his- 
tories with as much. satisfaction as_ the 
younger. Indeed, the older workers were 
somewhat more likely to like their jobs. For 
the most part, the findings suggested “that 
the older worker displays a reasonable de- 
gree of confidence towards the process of 
aging.” The older group “felt that older 
(Continued on page 50A) 
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workers were likely to do better in their 
type of work than younger workers and 
that age did not affect the way that their 
bosses treated them.’ The older workers 
tended to have “relatively negative attitudes 
towards the prospect of retirement, but rel- 
atively few of them appear to have made 
realistic plans for retirement.” Only about 1 
out of 4 appeared to want to retire. The 
majority, especially of the older group, ap- 
parently doubted the desirability of a fixed 
retirement age but, nevertheless, seemed to 
accept the idea without qualification. 
Although, in generai, the supervisors’ rat- 
ings for older workers were not significantly 
different from those given to younger work- 
ers, men 60 or older ‘“‘did tend to receive a 
high ratings than 
younger men.”’ Nevertheless, the older work- 
ers “in plants without formal retirement 
policies tended to comparatively 
high ratings, as did those who felt insecure 


smaller proportion of 


receive 


about their future prospects.” 

The investigators stressed that the older 
attitudes toward 
compulsory retirement at 65 had ‘become 
so fixed that it never occurred to him to 
However, such factors as the 


worker’s acceptance of 


question. it.” 
individual differences in aging, the contin- 
ued satisfactory performance of many olde 
workers as judged by their superiors and 
associates, and the negative effect of im- 
pending compulsory retirement on produc- 
tivity as well as the loss of associates, status, 
and income implied with retirement. sug- 
gested the desirability of a flexible retire- 
ment policy. 

If the study had included a greater vari- 
ety of types of work and actual evidence of 
productivity, the above conclusions might 
then well have been emphasized. However, 
the material is carefully assembled and ap- 
praised, emphasizing the undesirability of 
fixed retirement policies in the face of in- 
dividual differences in aging and the need 
for “action research” to explore the effects 
of adjustments of personnel policy. No men- 
tion is made as to whether any action was 
taken by any of the companies on the basis 
of the findings. It is to be hoped that there 
was some action and that results are being 
followed. 

S. L. PRESSEY 
Columbus, Ohio 
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Morphological Integration 


EVERETT C. OLSON and ROBERT L. MILLER, 
1958. Chicago: University of Chicago 


Press. Illustrated. 317 pages. $10. 

This book outlines in detail and with ex- 
amples a statistical method for quantitative 
studies of the evolution of temporal series 
of organisms. Based on numerous measure- 
ments of morphologic traits and the cor- 
relations between them, this method _per- 
mits the derivation of expressions concern- 
ing the whole organism. Since the individ- 
ual evolves as a unit and as a member of a 
population, it is felt that his evolution can 
best be studied in terms of the total or- 
ganism rather than by means of a few se- 
lected traits. 

The large number of measurements re- 
quired and the laborious calculations make 
it probable that the method will be used 
primarily by paleontologists; neontologists, 
with more direct avenues of approach to the 
whole organism, will also probably use 
them. 

DAVID J. MERRELL, PH.D. 
Minneapolis 


Pharmacology in Medicine 


VICTOR A. DRILL, M.D., editor, 1958. New 
York: Blakiston Division, McGraw-Hill 


Book Company, Inc. Second edition. II- 

lustrated. 1,273 pages. $19.50. 

This enormous, single-volume handbook ac- 
tually manages to scan the entire field of 
pharmacology. Each collaborator has con- 
fined his discussion to the essentials of his 
particular topic. For example, the section 
devoted to prescription writing and drug 
preparations gives in less than 20 pages as 
much as my late revered teacher, Bernard 
Fantus, used to present in a semester in his 
course on therapeutics. 

Each chapter is actually a capsule mono- 
graph of the particular subject, and they all 
read intelligibly and smoothly. Particularly 
good is chapter 82, entitled General Con- 
siderations of Antibiosis and Antibiotic 
Therapy, a discussion by Dr. Model which 
should be read by every practicing physi- 
cian. Similarly, Dr. Dews writes a chapter 
on psychopharmacology that is trenchant 
and thought-provoking to say the least. 

The two-column format is compact, the 
printing is clear and on excellent paper, and 
proofreading seems to have been pains- 
taking. And, oh yes! Before the preface, 

(Continued on page 54A) 
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there is a quotation that is priceless: it truly 
tickled my funny bone! The reader should 
turn to it first. 

All in all, this is a tour de main—it can- 
not be too highly recommended. It deserves 
wide translation and distribution wherever 
medicine is taught and practiced. 

ARNOLD LIEBERMAN, M.D. 
Elmhurst, New York 


The Brain and Human Behavior 
HARRY C. SOLOMON, M. D., STANLEY COBB, 
M. D., and WILDER PENFIELD, M. D., editors, 
1958. Baltimore: Williams & Wilkins Com- 
pany. Proceedings of the Association for 
Research in Nervous and Mental Disease, 
December 7 to 8, 1956, New York City. 
Volume 36. Illustrated. 564 pages. $15. 
As is usual with the research publications 
of the Association, this volume is a series of 
papers on the current concepts and recent 
research in a particular field. The stated 
purpose of the volume is to consider sep- 
arate areas of the brain from the stand- 
point of what they might contribute to be- 
havior. Philosophic and psychodynamic con- 
siderations as well as large areas of neuro- 
physiologic investigations were omitted. 
Somewhat incongruously for an anatomical- 
ly oriented volume, pharmacologic and bio- 
chemical subjects were included. The qual- 
ity of the papers is generally high, and most 
of the research presented is recent. 
One fault of the 
lack of balance in the coverage of subjects. 


serious volume is the 
For example, 9 papers are devoted to the 
known as the temporal 
lobes, while the frontal lobes, parietal lobes, 


anatomic masses 


and corpus callosum are each dismissed 
with one paper, and other structures com- 
prising the brain are largely ignored. A sec- 
ond serious fault in the opinion of the re- 
viewer was failure to give adequate consid- 
eration to neurophysiologic research and 
concepts related to the brain and behavior. 

On the credit side are the numerous ex- 
cellent individual Karl Lashley’s 
thoughtful introductory chapter on cerebral 
organization and behavior fully repays the 
careful reading it requires. The studies of 
Denny-Brown on the parietal lobe are out- 
standing and are very informative. It is per- 
haps unfair to select one or two papers 


papers. 
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from the group devoted to discussion of the 
temporal lobe. This group of papers covers 
localization, memory functions, psychologic 
changes, behavioral changes, language dis- 
turbances, and electrical phenomena seen 
in association with lesions or excisions of the 
temporal lobes. Four papers covering phar- 
macologic and biochemical research are well 
done and avoid speculation. Among the re- 
maining papers which have not been spe- 
cifically mentioned, there are a number of 
examples of careful personal research or 
thoughtful sorting of concepts. 
JOE R. BROWN, M.D. 
Rochester, Minnesota 


Disease, Life, and Man: Selected 
Essays by Rudolf Virchow 


Translation and introduction by L. J. 

Rather, 1958. Stanford: Stanford Univer- 

sity Press. 272 pages. $5. 
Although Virchow is commonly known, at 
least to undergraduate students, as a_pa- 
thologist, he repeatedly asserted that his 
work was pathologic physiology. For him, 
medicine was a natural science, with a basis 
in physiology and investigation and experi- 
ment as the principal tools. Medicine should 
be recognized as intimately related to an- 
thropology, as a social science, and as such 
should enter government and politics. 

Philosophically, Virchow professed _ hu- 
manism in the sense of scientific self knowl- 
edge arising from the complexity of rela- 
tions between an individual, thinking hv- 
man being and the ever changing external 
world. Humanism has only one formula for 
everything transcending the bounds of 
knowledge: “I do not know.” He considered 
life to be movement, meaning activity, de- 
velopment, and growth, manifest in living 
cells. It is possible to understand how many 
kinds of life and disease behave and appear 
in cells, but it is not always possible to 
know why. 

Virchow objected to rigid systems and 
classifications as inviting isolation and _re- 
striction in investigating and preventing ac- 
ceptance of an occasional eccentric or vatri- 
ant. This attitude helped him to adopt and 
incorporate the concepts of bacterial infec- 
tions and many other ideas which appeared 
later in his long life in his theories of cellu- 
lar pathology and disease. He deplored the 
tendency to disregard new methods of exam- 
ination in favor of old, established customs. 


(Continued on page 58A) 
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Medical students still hear about Vir- 
chow’s Archives and his ideas about cells, 
but few know of his broad general interests. 
Some of these essays have appeared in Eng- 
lish, but several are now translated for the 
first time. This volume should be welcome 
to those who can enjoy and learn from one 
of the nineteenth century’s most broadly 
cultured men. 

JAMES B. CAREY, M.D. 
Minneapolis 


New Pamphlets Available 


“Strike Back at Stroke,” a 37-page publica- 
tion of the Public Health Service, presents 
effective, restorative treatment that can be 
carried out in the home to prevent or mini- 
mize the disability that usually follows a 
stroke. Step-by-step instructions are given 
for 21 therapeutic exercises developed by 
experts in the field of medical rehabilitative 
therapy. The exercises are divided into 
those that must be done for the patient 
and those that the patient can do himself. 
The pamphlet also contains information on 
how to fix the bed for the patient, how to 
place the patient in bed, and what to do if 
the patient cannot speak. Copies of this 
pamphlet, which should receive the atten- 
tion of every physician with a stroke pa- 
tient, are available for forty cents from the 
Superintendent of Documents, United States 
Government Printing Office, Washington 25, 
D.C. 


“The Extent of Cancer Illness in the United 
States” is a 23-page booklet prepared by the 
staff of the Biometry Branch of the National 
Cancer Institute. In  question-and-answer 
form, the presentation covers trends and 
variations in cancer mortality and incidence, 
some aspects of diagnosis and treatment, 
and survival prospects for diagnosed cancer 
cases. The report is recommended for physi- 
cians, public health workers, cancer educa- 
tors, and other persons concerned with the 
course of cancer in individual patients or 
with its impact on large population groups. 
Copies are available for twenty-five cents 
from the Superintendent of Documents, 
United States Government Printing Office, 
Washington 25, D. C. 
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“The Bibliography of Medical Reviews for 
1958” offers a list of approximately 600 re- 
view articles not listed with the Current 
List of Medical Literature along with 2,300 
articles which are included in the Current 
List. The third annual volume of this work 
is arranged by subject with a separate au- 
thor index, and lists review articles in clini- 
cal and experimental medicine and allied 
fields which have appeared largely in 1957. 
Copies are available for $1.25 from the 
United States Government Printing Office, 
Washington 25, D.C. 


“Digest of One Hundred Selected Pension 
Plans Under Collective Bargaining,” Bureau 
of Labor Statistics Bulletin 1232, describes 
the principal features of significant plans in 
table form, which is most suitable for quick 
reference. As best as can be determined, all 
the plans studied were in effect in mid- 
March 1958. The number of workers cov- 
ered by each plan ranged from about a 
thousand to several hundred thousand. In 
total, slightly more than 3 million workers 
under collective bargaining were covered by 
the plans described in the digest. 

The 100 plans were selected because they 
covered large numbers of workers in major 
industries, because they illustrated different 
approaches in pension planning, or because 
they elicited widespread public interest. An 
index lists the firms studied according to 
general industrial areas, such as food, lum- 
ber, and so on as well as in alphabetical 
order. This 76-page pamphlet may be ob- 
tained for forty-five cents from the Super- 
intendent of Documents, U. S. Government 
Printing Office, Washington 25, D.C. 


“Cardiovascular Diseases in the U.S.—Facts 
and Figures,” a 12-page pamphlet illus- 
trated with charts and graphs, is concerned 
only with mortality figures and not with 
morbidity data because, as it is pointed out, 
there are no recent reliable estimates of 
incidence or prevalence of cardiovascular 
diseases on a nationwide basis. The purpose 
of the pamphlet, which is to answer some of 
the most common questions about cardio- 
vascular disease statistics, is well accom- 
plished through excellent use of the un- 
cluttered, easy-to-follow charts and graphs. 
Copies are available from local Heart Asso- 
ciations or from the American Heart Asso- 
ciation, 44 East 23rd Street, New York City 
10. 
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Diagnostic considerations 


in patients with stroke 


ROBERT A. KUHN, M.D. 


MORRISTOWN, NEW JERSEY 


# Medical management of the patient 
with stroke is in the process of a star- 
tling revolution. During the past few 
years, drastic revisions have taken place 
in our concepts of factors underlying 
stroke. Cerebral angiography is begin- 
ning to supplant clinical diagnostic 
methods which were often erroneous, 
and accurate visualization of causative 
lesions is becoming more routine as the 
safety of arteriography increases. Al- 
ready certain extremely important revi- 
sions have been made in the field of 
presumed cerebral thrombosis. 

It is now clear that fully a third of 
nonhemorrhagic strokes may be due to 
carotid artery disease in the neck.’ Sur- 
gical cure of this lesion is not only fea- 
sible but will undoubtedly become rou- 
tine as certain technical difficulties com- 
mon to all arterial surgery are over- 
come. But most of all, the advent of safe 
cerebral angiography has demonstrated 
the frequent total unreliability of clini- 
cal neuroanatomic diagnosis. The exact 
etiology of the stroke will remain in 
the realm of educated guesswork until 


ROBERT A. KUHN, formerly associate professor of 
neurology at the University of Arkansas Medical 
School, is now practicing neurology and neuro- 
surgery in Morristown, New Jersey. 


Modern treatment of a patient with 
stroke rests primarily upon determi- 
nation of the exact lesion precipitat- 
ing it. The advent of safe cerebral 
angiography has revolutionized the 
management of cerebrovascular dis- 
ease by providing accurate informa- 
tion in a great majority of cases of 
hemiplegia. Surgically remediable cer- 
vical carotid disease has recently 
emerged, through use of this tech- 
nic, as an important cause of cerebral 
ischemia. Serial cerebral angiogra- 
phy should now be considered a vital 
part of the management of all pa- 
tients with hemiplegia. 


the focal anatomic lesion is pinpointed 
by angiography or ancillary studies 
such as pneumoencephalography or ven- 
triculography. 

It would be highly desirable if the 
exact parameters of the clinical condi- 
tion being considered in this paper could 
be precisely defined. Unfortunately, mu- 
tual understanding of the clinical im- 
plications in the word “stroke” is quite 
difficult to establish. The word itself is a 
misnomer. It fits in the same general 
category as the term “cerebrovascular 
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accident” or the designation “apoplexy.” 
All of these vague descriptive terms im- 
ply, erroneously, a common pathologic 
etiology without stating what that lesion 
might be. They are ambiguous and pure- 
ly clinical descriptive terms—hence they 
come under a heading which has been 
designated somewhat facetiously as 
“wastebasket diagnosis.” As such, they 
indiscriminately lump together clinical 
states resembling one another superfi- 
cially, but produced by widely differing 
causes, and amalgamate these cases 
under one neutral heading which there- 
upon assumes the dignity of a diagnosis. 
The very word “stroke” serves then to 
stifle further vital investigation in grave- 
ly ill victims who need it most desper- 
ately. 

According to a United States Public 
Health Service estimate made in 1948, 
each year one-half million people in this 
country alone sustain some type of hem- 
orrhagic stroke. “Spontaneous cerebral 
hemorrhage” (quotes by the author) is re- 
ported to be the third or fourth most 
frequent cause of death in this country. 
In addition, largely because of progres- 
sive aging of our population, it would 
appear that the incidence of all types of 
strokes is increasing steadily.2 Yet, in- 
credibly, it is probable that today there 
do not exist any reasonably exact statis- 
tics concerning the precise cause of the 
vast majority of clinical cerebral strokes. 
The factors responsible for this situation 
and the simple measures that offer hope 
to remedy it are discussed at greater 
length in the following pages. 


Differentiation of Causative Factors 


The ambiguity of the word “stroke’’ has 
already been referred to. Hemiplegia 
usually accompanies such a condition, 
although paralysis of one side of the 
body is by no means essential to the pic- 
ture. A potpourri of neurologic symp- 
toms and signs may be interpreted as 
being a stroke. In this paper, I shall use 
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major interference with brain function, 
customarily abrupt in onset, as a work- 
ing definition of such an event. Begin- 
ning with the premise that this neuro- 
logic insult has indeed occurred, the vic- 
tim may or may not be hospitalized 
(sometimes not at all in certain hospi- 
tals with bed shortages) , but already he 
has been tagged with the label stroke, 
particularly if he exhibits hemiplegia. 
He may receive efficient and capable 
supportive therapy. In a great many in- 
stances, active pursuit of the causative 
factors that produced the central nerv- 
ous system damage is lacking. 

Up to a point, this situation may be 
most aptly compared with that sur- 
rounding other categories of disease 
that are labeled with a blanket “‘diagno- 
sis.” For example, many patients are as- 
signed a tentative diagnosis of heart dis- 
ease or malignancy in the early phases 
of investigation of their illness. These 
terms are discarded as soon as the spe- 
cific pathologic lesion has been accu- 
rately pinpointed. A focal diagnosis sup- 
plants that which has been at best only 
a vague grouping of illnesses. In the 
usual patient with stroke, however, there 
is little attempt made to determine the 
precise cause for the stroke, even though 
specific treatment for the responsible 
lesion can then be offered. 

One does not have to see too many 
patients with stroke to arrive at the con- 
clusion that it is often difficult or quite 
impossible to make a clinical neurologic 
differentiation between patients with 
hemiplegia due to radically different 
causes. For example, clinical examina- 
tion may fail completely to differentiate 
a patient who later can be shown to 
have an occluded arteriosclerotic cere- 
bral vessel from his clinically identical 
twin whose cerebrovascular tree is quite 
normal but who has an internal or 
common carotid artery mechanically 
plugged by a chronic intimal plaque and 
an organizing clot. In fact, clinical dif- 
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ferentiation may be equally difficult be- 
tween so-called infantile hemiplegia due 
to cortical thrombophlebitis and similar 
paralysis produced by sudden obstruc- 
tion of a cervical carotid vessel.* Sharp- 
ly differing modes of therapy are neces- 
sary for each of these lesions. Prognosis 
may be not at all similar. It is certain 
that proper therapy can be carried out 
only after establishing exact etiologic 
factors. It is mandatory that the physi- 
cian have full knowledge of main prob- 
abilities in each case. 

What then of gross clinical neurologic 
entities such as “cerebral hemorrhage” 
and “cerebral thrombosis?” Unfortu- 
nately, clinical neurologic examination 
may fail to differentiate even these ac- 
cepted present categories of stroke.* Dif- 
ficulties are compounded in dealing 
solely on a clinical basis with a differ- 
ential diagnosis of possible causes of 
cerebral hemorrhage. It is most unusual 
to be able to distinguish by clinical neu- 
rologic examination alone such varied 
entities as rupture of a congenital cere- 
bral aneurysm, leakage of an arterio- 
venous intracranial inalformation, rup- 
ture of a cerebral vessel severely dam- 
aged by arteriosclerosis, sudden hemor- 
rhage of a cerebral vessel invaded early 
by tumor, or so-called “delayed intra- 
cerebral hemorrhage” occurring several 
weeks after seemingly inconsequential 
head injury. Each of these lesions is ca- 
pable of producing a hemorrhagic 
“stroke” clinically indistinguishable 
from those produced by the others. Each 
demands its singular therapy. In certain 
instances, immediate treatment is imper- 
ative, and in others it may be wisest to 
temporize. But no therapeutic regime 
can be followed with surety in the ab- 
sence of an exact anatomic diagnosis. At 
the very least, we can strive for an edu- 
cated guess, supported by a marshalling 
of specific diagnostic tests easily available 
to the patient today. 


It is the premise of this paper that 


technical advances in neurology and 
neurosurgery during the past few years 
have revolutionized management of the 
patient with stroke. The advent of safe 
cerebral angiography has rendered ob- 
solete reliance upon a frequently erro- 
neous clinical diagnosis. Technics have 
become standardized and interpretations 
of angiograms increasingly reliable. 

Silver has performed over 1,000 cere- 
bral arteriograms with no morbidity 
from the procedure itself.5 Dimant re- 
ports over 1,000 such arteriograms per- 
formed on an outpatient basis, again 
with no sequelae.® With evidence mount- 
ing on all sides and from a number of 
clinics that this diagnostic technic car- 
ries little risk, particularly in compari- 
son with that of the condition for which 
it is used, it seems unfortunate that the 
method should still be regarded with 
reservation by many. 


Case Histories 

The following case histories represent a 
series of patients with stroke seen in 
consultation. Each patient was investi- 
gated using all indicated investigative 
technics, including cerebral angiogra- 
phy. In most instances, a correct diag- 
nosis was dependent upon the findings 
at arteriography. Attention is directed to 
the discrepancies between the pre- and 
postangiography diagnoses and the difh- 
culties in making an accurate anatomic 
diagnosis before cerebral arterial stud- 
ies were done. 


CASE | 


This 59-year-old woman was in excellent 
health and had no past history of serious 
chronic or acute illness until the onset of 
her stroke. On that date, while cleaning the 
oven at home, she had a sudden, severe 
headache and “then didn’t remember any- 
thing more.” Relatives stated that she fell to 
the floor and shortly after had a generalized 
tonic and clonic seizure. When she again 
became conscious, she was nauseated, vom- 
ited, and had a severe headache and painful 
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neck. Her legs felt extremely weak—“I 
couldn’t move them at all at first, and both 
of them felt completely numb.” Double vi- 
sion was present immediately upon awaken- 
ing and has since persisted. Several days 
thereafter, and following very slight clear- 
ing of her symptoms, the patient was hos- 
pitalized with a diagnosis of cerebrovascular 
accident. 

The patient was seen in consultation four 
days after the occurrence of the sudden 
severe headache and convulsive seizure. 
Blood pressure was 100/70, and general 
physical examination was within normal 
limits. She appeared to be a facetious, jocu- 
lar woman who was alert and oriented but 
not greatly impressed by the seriousness of 
her illness. She lay in slight opisthotonic 
position. There was marked nuchal rigidity, 
and she failed to rotate her head voluntar- 
ily. Parallel conjugate gaze was obviously 
disturbed by a left lateral rectus paresis. 
There was slight diminution of all sensi- 
bility over the left forehead but no differ- 
ence between the pupils. Normal plantar 
toe responses were obtained by stimulation 
of the sole on the right, but toe movements 
were absent on the left. Abdominal re- 
sponses were not obtained. Muscle strength 
and sensibility-perception of trunk and 
limbs seemed to be intact, although the left 
heel-to-shin test was performed with slight 
awkwardness. 

Electroencephalography showed no ab- 
normalities. Skull films in various projec- 
tions demonstrated a mild degree of hyper- 
ostosis frontalis interna. 

The clinical diagnosis was subarachnoid 
hemorrhage, etiology undetermined. 

Serial left carotid arteriography disclosed 
a saccular dilation projecting from the 
posterior aspect of the internal carotid ar- 
tery just prior to its bifurcation into the 
anterior and middle cerebral arteries. Other 
intracranial vascular structures were nor- 
mal (figure I). 

The final diagnosis was supraclinoid in- 
tracranial aneurysm, left internal carotid 
artery. Surgical occlusion of the left carotid 
artery was performed. 

Comment. The initial diagnosis con- 
sidered for this patient when she was 
originally seen at home was that of men- 
ingitis, but, by the time of her hospital- 
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FIG. 1. (Case 1). Saccular aneurysm of left internal 
carotid; causal lesion of a stroke in 59-year-old 
woman. 


ization, it seemed clear that she had in- 
deed had a stroke. Neurologic consulta- 
tion at the time of hospital entry was 
requested more for the purpose of con- 
firming a clinical diagnosis of hemor- 
rhagic stroke than because of curiosity 
regarding the site and nature of the 
intracranial pathology. It is clear from 
the findings at arteriography, however, 
that this was not the presumed rupture 
of an arteriosclerotic cerebral vessel but 
a discrete intracranial lesion which 
might be eradicated by surgical meas- 
ures. Prognosis was altered from the 
gloomy hopelessness of a “‘cerebral hem- 
orrhage” to the guarded optimism at- 
tending treatment of a surgically acces- 
sible arterial defect which, if success- 
fully dealt with, had a good chance ol 
complete cure. Uninvestigated, this par- 
ticular patient no doubt would have suf- 
fered continued hemorrhages from the 
aneurysm until a fatal rupture occurred. 
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FIG. 11. (Case 2). Total biock of the left internal 
carotid at the bifurcation producing right-sided 
stroke in 69-year-old man. 


CASE 2 


This 69-year-old businessman had been in 
generally excellent health for most of his 
life, although for many years he had been 
carrying a moderately elevated blood pres- 
sure of 160/90 to 145/80. About thirty-six 
hours before hospital admission, he sudden- 
ly experienced numbness and tingling in the 
right hand and fingers, succeeded rapidly by 
paralysis of the right upper and lower limbs 
with complete loss of speech. Within ap- 
proximately two hours, there was slow but 
steady return of neurologic function, al- 
though his wife noted that he remained 
slightly confused. The following morning, 
while eating breakfast in the hospital, he 
experienced sudden loss of comprehension 
and speech. Paralysis of the right upper and 
lower limbs developed rapidly. Examination 
within minutes disclosed a confused man 
with hyperactive tendon reflexes in the right 
limbs, flaccid paralysis and rather vague 
sensory changes involving the same extremi- 


ties, and an abnormal response to plantar 
stroke. The patient remained unable to vo- 
calize and showed evidence of gross defects 
in recognition of speech, numerals, and writ- 
ing. After about one hour there occurred 
slow and complete recovery in many of these 
functions. Admission diagnosis was that of 
stroke from cerebral thrombosis in the left 
hemisphere. 

Physical examination showed an appre- 
hensive elderly man who was alert but who 
displayed some hesitancy in speech, awk- 
wardness of rhythmic alternating move- 
ments in the right hand and fingers, and 
reflex preponderance on the right with ab- 
sent right abdominal reflexes. Although 
some garbling of words was present, there 
did not appear to be any marked aphasic 
symptoms. His stance was awkward, and he 
showed a typical mild right hemiplegic gait. 
Blood pressure was 150/94, and there were 
no other abnormal physical findings. The 
neck was supple with strong carotid artery 
pulsations bilaterally. There was slight right 
lower facial weakness, and position sense 
was impaired in the right fingers. Subjective 
hypesthesia was present over the right arm 
and leg. 

The clinical diagnosis was left cerebral 
thrombosis and probable occlusion of the 
left middle cerebral artery. 

Left serial carotid angiography revealed 
complete occlusion of the internal carotid 
artery near its bifurcation. There was slight 
reflux into the intracranial portion of the 
internal carotid (figure IT). 

The final diagnosis was occlusion of the 
left internal carotid. 

Thromboendarterectomy of the left in- 
ternal carotid was performed. An operative 
note reads: “Gradually it was possible to 
free up the common carotid trunk. It was 
immediately noted that the external carotid 
artery was pulsating strongly, but the in- 
ternal carotid was hard and rocklike to the 
palpating finger, with no demonstrable pul- 
sation at the bifurcation. In addition, the 
internal carotid distal to the obstruction 
was quite small and soft. After the internal 
carotid had been freed up for a distance of 
about 3 in., a small incision was made par- 
allel to the long axis of the artery in the 
softened portion, disclosing a soft clot the 
color and consistency of grape jelly. A series 
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of different catheters was tried in the lu- 
men. Finally a #8 French catheter was in- 
serted and strong suction used, pulling out 
a clot that was firm, partially organized, 
and 34 in. long. It was immediately followed 
by a gush of bright red blood coming from 
the cephalic end of the internal carotid.” 

Appropriate arterial clamps were then 
placed on the common, the cephalic end of 
the internal, and the external carotid ar- 
teries, and the bulb and internal carotid 
were opened widely and completely cleared 
of a large kernel of atheroma which resem- 
bled a pale yellow kernel of corn. The inti- 
mal attachment was also removed, leaving 
only the adventitia. Following suture of the 
incision in the vessel, removal of all clamps 
resulted in immediate expansion of the en- 
tire carotid system and strong pulsations 
throughout the length of the internal carot- 
id. 

Postoperative recovery from surgery was 
quite uneventful, and the patient was 
placed on anticoagulant therapy two days 
after his operation. Over the period of the 
week following surgery, there was complete 
clearance of all neurologic signs and symp- 
toms. The patient has been maintained on 
anticoagulant therapy for eight months, and 
there has been no evidence of recurrences 
of any type of stroke. He has returned to 
work, is feeling well, and is as fully active 
as usual. 


Comment. It seems reasonable to as- 
sume that the stroke in this particular 
case was due to lack of adequate blood 
flow to the left cerebral hemisphere. The 
appearance of the clot removed from the 
left internal carotid at surgery suggested 
that coagulation had occurred in that 
vessel previously, thus 
shutting off the last minute jet of blood 
passing through this almost completely 
obstructed channel to the left hemi- 
sphere and leaving the left brain de- 
pendent solely upon the basilar and 
right internal carotid arteries for blood 
supply. Atheromatous changes in the 
left carotid bulb had undoubtedly been 
advancing for years and _ contraction 
of the lumen steadily growing more 
marked, but collateral arterial circula- 


several days 
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tion apparently had maintained hemi- 
spheral function until the moment when 
elimination of all blood flow to the left 
hemisphere through the left internal ca- 
rotid rendered the patient particularly 
susceptible to minor systemic blood 
pressure drops. Below a critical systolic 
level, the carotid occlusion was un- 
masked, and a stroke occurred. It was 
particularly fortunate that this patient 
had arteriography performed soon after 
clot formation and before organization 
and fibrosis of the internal carotid trunk 
could progress to the point that recon- 
stitution of the arterial lumen was not 
feasible. 


CASE 3 

This 61-year-old Department of Welfare 
clerk experienced severe pain in the back 
of the neck as she got out of an automobile. 
Vomiting and persistent head and_ neck 
pain occurred within minutes. Admittance 
examination at an outlying hospital dis- 
closed a rational, elderly woman who was 
semistuporous and who complained of neck 
and head pain when she was aroused. Blood 
pressure was 170/100. Lumbar puncture re- 
vealed uniformly bloody cerebrospinal fluid 
under increased pressure. Four days follow- 
ing admission, there was a sudden blood 
pressure rise to 250/100 and an accompany- 
ing increase in her depth of somnolence but 
no evidence of pathologic reflexes and no 
signs of focal involvement of the central 
nervous system. Approximately three days 
later, there was sudden development of 
right flaccid hemiplegia, and she became 
totally aphasic with an elevated, swinging 
temperature and an_ unstable blood _pres- 
sure. Urinary incontinence and indifference 
became marked symptoms. Within five days 
she was again able to move her right upper 
extremity slightly and could speak a few 
words. At this point, she was transferred 
for special care, with a diagnosis of sub- 
arachnoid hemorrhage. 

The patient was afebrile upon admission 
to the hospital with a blood pressure of 
117/70 and an indwelling urethral catheter 
in place. She was pale, moderately obese, 
and slightly sleepy and indifferent. Mildly 
complex commands were carried out poorly 
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FIG. 1. (Case 3). Filling defect at site of aneurysm 
of left anterior communicating artery. 


or not at all, aithough she occasionally 
obeyed simple directions quickly. She ap- 
peared unaware of the seriousness of her 
illness and failed to conversation. 
No attempt was made to have the patient 
try to walk, but as she lay in bed the right 
lower limb was held externally rotated and 
fell in flaccid fashion when dropped. A 
marked right Babinski sign was present. 
Right lower facial weakness was minimal, 
but increase in tone and_ reflexes was 
marked in the right limbs. Rapid drift of 
the passively outstretched right upper ex- 
tremity occurred. 


answer 


The clinical diagnosis was right hemiple- 
gia due to left cerebral hemorrhage, frontal 
or temporal in location, cause unknown. 

Serial left carotid arteriography disclosed 
curving dislocation of both anterior cerebral 
vessels from left to right, indicating a left 
frontal space occupying mass, presumably a 
blood clot, together with a suspicious break 
in continuity at the anterior communicating 
artery. It was felt that this interruption 
might be the site of an aneurysmal defect 
(figure III). 

The final diagnosis was rupture of aneu- 


rysm, circle of Willis, with resultant intra- 
cerebral clot. 

Through a left osteoplastic craniotomy, a 
left frontal lobectomy was performed. ‘The 
frontal lobe had been replaced by an en- 
capsulated mass of blood. Ligation of the 
neck of an aneurysmal dilation involving 
the anterior communicating artery was per- 
formed. The patient had an uneventful re- 
covery with complete restoration of all neu- 
rologic function. She returned to work as a 
librarian in Rochester and is leading a full 
and active life. 


Comment. Cerebral hemorrhage oc- 
curred in an age bracket in this case 
which might have encouraged a_ so- 
called “‘conservative’’ neurologic ap- 
proach to the illness. Clinically, this was 
a fairly typical hemorrhagic stroke in an 
elderly patient, offering no clues in re- 
gard to the lesion responsible for cere- 
bral artery rupture, as is undoubtedly 
true of many such strokes. Hemorrhage 
had occurred at least twice and possibly 
a third time from a lesion which, when 
clipped at surgery, was characteristic of 
those intracranial aneurysms that have 
an eventual fatal issue once recurrent 
bleeding has weakened their walls. As 
others have aptly pointed out, the truly 
conservative approach here was the rad- 
ical one of surgical ligation of the an- 
eurysm. This therapy, based on the exact 
knowledge afforded by cerebral angiog- 
raphy, was thus responsible for cure of 
an otherwise fatal lesion. 


CASE 4 


This 68-year-old widow had been in poor 
health for several months with recurrent 
spells of confusion, urinary incontinence, 
and occasional precipitous falls. She was ad- 
mitted to a hospital after experiencing a 
sudden slight stroke during which she col- 
lapsed to the ground, was momentarily un- 
able to talk, and then, when assisted to her 
feet, could not ambulate steadily. Mental 
confusion increased over the course of the 
next several hours, and her staggering be- 
came more pronounced. Upon admission to 
the hospital, lumbar puncture was _per- 
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formed, revealing clear cerebrospinal fluid 
under moderately pressure (190 
mm. recumbent). The patient was seen in 
consultation carrying a tentative diagnosis of 
cerebrovascular accident in an individual 
with cerebral arteriosclerosis. 


increased 


The patient was a pleasant, alert, elderly 
woman tended to wan- 
der at times and who gave the impression 
of losing her train of thought. Blood pres- 
sure was 150/90, and, except for moderate 
obesity, physical examination within 
normal limits. Gait was slow and symmet- 
rically equally to 
either side. Posture holding tests and man- 


whose conversation 


was 


unsteady; she veered 


ual muscle examination revealed no abnor- 
malities; tendon reflexes 
seemed within normal limits. There were no 
pathologic reflexes. Cranial nerve survey was 
normal, including examination of the optic 
discs which showed physiologic cupping bi- 


muscle tonus and 


laterally. Tests of cerebellar function in the 
sitting and supine positions showed no ele- 
ments of dysmetria. 

Electroencephalography disclosed 2 to 3 
per second slow waves in the right fronto- 
temporal region. 

The clinical diagnosis was reserved, in- 
dicating possible cerebral arteriosclerosis or 
a space-occupying frontal lobe lesion. 

Pneumoencephalography demonstrated 
complete lack of filling of the right lateral 
ventricle together with shift of the entire 
left ventricular system, including the third 
ventricle to the left. There was no localiza- 
tion in the anteroposterior directions. Serial 
right carotid arteriography showed in- 
cerebral 
vessels together with distortion of the angle 
between the middle cerebral 
arteries, suggesting a growth in the right 
temporal region (figure IV). 


creased vascularity of the middle 


anterior and 


The final diagnosis was right temporal 
lobe tumor. 

Several days after arteriography, the pa- 
tient was brought to the operating room 
bone 
flap was elevated, the dura reflected, and a 
large kidney-shaped 


where a low temporal cranioplastic 


meningioma exposed. 
Ihe tumor arose from, and was firmly an- 
chored to, the lateral floor of the temporal] 
fossa. The tumor proved too large for ex- 
tirpation en bloc but was removed in seg- 
ments without unusual difficulty. Vital signs 
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FIG. Iv. (Case 4). Alteration of vascular pattern 
produced by a large temporal meningioma and 
responsible for strokes of this 86-year-old widow. 


remained stable throughout surgery. Within 
twelve after return to her bed, the 
patient was moving about feebly and begin- 
ning to respond by shifting her limbs and 
otherwise reacting to stimuli. Twenty-four 
hours after surgery, there was a sudden fall 
in body temperature, and shortly thereafter 
the systolic blood pressure dropped to 80 
mm. and remained there for several minutes 
despite prompt measures to elevate it. Res- 
pirations ceased ten minutes later. 


hours 


Autopsy revealed an extensive area of 
encephalomalacia transecting the pons, ap- 
parently the result of infarction in the area 
irrigated by a penetrating dorsomedial 
branch of the branch of the basilar artery. 

Comment. The stroke in this patient 
was eventually accurately defined, 
through arteriography, as being caused 
by a large, intracranial, space-occupying 
lesion. It is probable that the early use 
of arteriography, many months previ- 
ously, would have lead to removal of the 
tumor at a much more favorable stage. 

















FIG. V. (Case 5). Complete block of right internal 
carotid artery causing left hemiplegia. 


This case emphasizes the limitations of 
gas contrast studies and illustrates the 
value of arteriography as a method for 
accurate localization of intracranial tu- 
mors. Since cerebral arteriography ap- 
parently does not result in a disturbance 
of physiologic compensating mechanisms 
responsible for the maintenance of in- 
tracranial equilibrium under conditions 
of increased intracranial pressure, the 
procedure does not carry the calculated 


risk which accompanies gas contrast 
studies. 
CASE 5 


This 50-year-old photographer, who had 
been in excellent health all of his life, sud- 
denly lost the strength and coordination of 
his left arm. There was no interference with 
consciousness, but he showed impaired abil- 
ity to walk and was unable to run because 
of awkwardness of his left leg. Gradually, 
over the period of the next several weeks, 
difhculty in walking cleared, but clumsiness 


and 
limb. 


stiffness remained in the left upper 
Several brief weakness 
with accentuation of awkwardness occurred 
during the next several weeks, with slow 
return to the state of original neurologic 
impairment. The initial episode occurred 
six months before hospital admission for 
neurologic investigation. 


increases in 


It was noted that this alert, cooperative 
man let his left upper limb hang loosely at 
his side most of the time. Blood pressure 
was 140/84, and physical findings were nor- 
mal. Movements executed by the left upper 
limb were clumsy, slow, and weak, and 
there was dishing and abnormal posturing 
of the outstretched hand and fingers. Posi- 
tion sense was decidedly impaired in the 
left fingers, and he made typical inconstant 
replies to varying stimuli over the hand, 
forearm, and arm. His gait was slowed, with 
loss of normal carrying angle and absent 
arm swing and associated movements on the 
left together with slight circumduction of 
the forward moving leg. 

Electroencephalography showed _ pro- 
nounced voltage depression over the right 
cerebral hemisphere with absence of occip- 
ital alpha on that side. 

The clinical diagnosis was right cerebro- 
vascular thrombosis. 

Serial right carotid arteriography showed 
complete block of the right internal carotid 
artery beyond the bifurcation. There was no 
evidence of reflux through the intracranial 
portion of the internal carotid (figure V). 

The final diagnosis was occlusion of right 
internal carotid artery. 

Despite the presumed time lapse since 
closure of the internal carotid—judging from 
the history, complete occlusion probably oc- 
curred about six months previously—opera- 
tion was advised in the hope that it might 
be possible to reconstitute the arterial lu- 
men. This did not prove to be feasible. The 
internal carotid trunk was found to have 
been converted to a solid fibrous cord with 
no discernible lumen and of approximately 
one-half normal diameter. The fibrosed seg- 
ment was extirpated and the patient placed 
on anticoagulant medication. No significant 
alterations have occurred in the neurologic 
status of the patient during the six months 
since he was first seen. It is noteworthy that 
the previous episodes of recurring increase 
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in symptomatology on the hemiparetic side 


have ceased. 


Comment. Because the only definitive 
therapy in this individual has been the 
use of anticoagulant medication since 
surgery, it is believed that this medica- 
tion has been influential in preventing 
further intracranial propagation of 
thrombosis. 

Reconstruction of the internal carotid 
artery may have been feasible at the 
time of the initial stroke sustained by 
this patient. It is possible that reversal 
of the neurologic symptoms and _ signs 
could then have been accomplished. ‘The 
sequence of events in the illness of this 
patient stresses the need for early com- 
plete investigation of every individual 
demonstrating a hemiparesis, particular- 
ly if rapid subsequent improvement is 
manifested. It is this stuttering recur- 
rence of stroke which is most frequently 
ignored by the physician, for, in the at- 
mosphere of relief attending clearing of 
the neurologic deficit, much of his con- 
cern also vanishes. 


CASE 6 


This 65-year-old white sexton had had sur- 
gery six years previously for a_ perforated 
duodenal ulcer, and pulmonary emboli had 
developed following discharge from the hos- 
pital. This complication cleared satisfacto- 
rily, and the patient returned to full-time 
work. After having been asymptomatic for 
four to five years, he experienced, while at 
work one day, gradually increasing weakness 
of the left upper and lower limbs unaccom- 
panied by loss of consciousness or by mental 
confusion. Numbness and some tingling of 
limbs occurred in the 


the two involved 


course of the next few hours, and _ his 
daughter noted that his left face was begin- 
ning to sag. He was seen by his local physi- 
cian, who diagnosed a stroke. His condition 
remained stable for several days, but then 
sudden worsening occurred with severe loss 
of position sense and of coordination in the 
left hand and arm. He was admitted to the 
hospital with a diagnosis of cerebral throm 
bosis, right brain. 
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FIG. vi. (Case 6). Occluded right internal carotid 
artery. Successful thromboendarterectomy fol- 
lowed by complete resolution of symptoms. 


Examination showed a rather feeble-look- 
ing, alert, white-haired man of slight build, 
who was propped up in bed in no particular 
distress, was in no pain, and had no nuchal 
rigidity. Blood 138/82, and 
general physical examination was within 
normal limits. He did not use the left upper 
limb at all for ordinary movements, and 
was just able to raise it at the shoulder on 
command. ‘There was noticeable sagging of 
the left lower face. No attempt was made to 
have the patient walk, but he was unable to 
wiggle his left toes, and his left lower limb 
flopped loosely on the bed when released 
from an elevated position. There was defi- 
nite increase in muscle tone in the left limbs, 
with complete loss of position sense of the 
left fingers and of the left hand at the wrist. 
Manual muscle testing revealed notable 
weakness of finger grip and hand move- 
ments on that side. A rather marked left 
Babinski sign was present. 


pressure was 


The clinical diagnosis was right cerebral 
ischemia, possibly caused by right internal 
carotid thrombosis. 
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Serial right carotid arteriography  dis- 
closed a large filling defect in the proximal 
portion of the internal carotid artery a few 
millimeters from its origin from the com- 
mon carotid, with filling of the internal 
carotid artery beyond the point of obstruc- 
tion due to reflux from the extra cranial cir- 
culation (figure VI). 

The final diagnosis was occlusion of right 
internal carotid artery. 

Right per- 
formed. An operative note reads: “The ca- 
rotid artery was exposed and a tape placed 
around it, isolating first the external carotid 
and then the internal. When tapes were 
placed around these structures, it became 
apparent that there was a large firm mass 
within the internal carotid just at the bulb. 
Clamps were placed across the vessels and a 
longitudinal incision made in the internal 
carotid trunk high up close to the clamp. 
Soft, grayish-purple material oozed forth, 
followed suddenly by a strong gush of arte- 
rial blood when the clamp on the cephalic 
end of the internal carotid was 
With intracranial pa- 
tency, reconstruction of the carotid system 
was accomplished.” 


thromboendarterectomy was 


released. 
this confirmation of 


Two days after surgery, anticoagulant 
medication was begun. Beginning on the 
third day, steady improvement in neurologic 
function became apparent, and, on exami- 
nation conducted three weeks after reconsti- 
tution of the carotid vessels, it was noted 
that the patient was alert and that his fa- 
cial movements showed a slight suggestion 
of droop on the left. Gait was normal except 
for a little hesitancy when the left lower 
limb was brought forward. Finger grip was 
about 75 per cent of normal strength, and 
position sense was slightly impaired in the 
fingers. There was slow drift of the ex- 
tended left upper limb for about 6 in., and 
then the limb stabilized. 

Six weeks after surgery, all neurologic def- 
icits had disappeared, except for mild slow- 
ness of gait. The patient was completely 
asymptomatic and had returned to full-time 
work. He remained on anticoagulant medi- 
cation eight months after thromboendarter- 
ectomy, in apparently good health for his 


age. 


Comment. The clinical history and 
neurologic findings in this and in the 


preceding case are identical to those pro- 
posed in the neurologic literature as ex- 
amples of recurrent spasm of a cerebral 
vessel because of the inconstancy of neu- 
rologic symptoms or the tendency for 
partial remissions of signs. These 2 
cases also appear clinically to be fairly 
typical instances of cerebral thrombosis. 
It is very likely that routine cerebral 
arteriography will uncover more and 
more instances of internal carotid occlu- 
sions masquerading under such mistak- 
en diagnoses. In the present instance, a 
most satisfactory reversal of neurologic 
defect occurred after thromboendarter- 
ectomy, and a causal relationship be- 
tween the vessel revision and the full 
recovery of the patient was evident. 


Ky 


CASE 7 

This 57-year-old laborer was admitted to 
the hospital in a coma following a gener- 
alized seizure. The only history available 
from the relatives was that, except for three 
to four spells of unconsciousness during the 
past one and one-half years, the patient had 
apparently been in normal health. 

This hirsute man, whose _ blood 
pressure was 210/100, was stuporous and 
roused momentarily only with severe supra- 
orbital pressure. There was disparity of par- 
allel ocular movements and questionable 
nuchal rigidity, but tendon reflexes seemed 
normal. Hours after admission, the patient 
roused and was mentally confused and in- 
coherent but showed good muscular co- 
ordination, and strength was normal. There 
was questionable right homonymous hemi- 
anopsia, and examination of the eye grounds 
showed moderate sclerosis of the retinal ar- 
teries but no papilledema. 

Electroencephalography disclosed a_nor- 
mal record. Carotid arteriography was not 
performed. 

The clinical diagnosis was hypertensive 
encephalopathy with cerebral arteriosclero- 
sis. 

Steady, rather dramatic improvement oc- 
curred. The patient was discharged four 
days after hospital admission with no com- 
plaints of any type and was taking Dilantin, 
0.1 gm., three times daily to prevent further 
seizures. 


obese, 
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He was readmitted as an emergency case 
seven months later, again following an epi- 
leptic attack. Relatives stated that there had 
been three seizures after discharge from the 
hospital. He remained comatose for twenty- 
four hours, with eyes deviated strongly to 
the right, pronounced sagging of the left 
face, and noticeable left hemiparesis with 
increased tendon reflexes on the left. 

Serial right carotid arteriography showed 
a bandlike density through the common 
carotid and the proximal portion of the in- 
ternal carotid, with numerous filling defects 
through the course of the internal carotid. 
Dye proceeded to the level of the carotid 
siphon and there was cut off abruptly (fig- 
ure VII). 

The final diagnosis was partial occlusion 
of right internal carotid artery and_ intra- 
cranial thrombosis at the level of the siphon. 

\rteriograms were interpreted to indicate 
almost complete occlusion of the right in- 
ternal carotid vessel and thrombosis of that 
channel near the point of its bifurcation 
into the anterior and middle cerebral ar- 
teries. The patient was therefore placed on 
anticoagulant medication. Two weeks later, 
after he had recovered to the point of oc- 
casional ambulation, he suddenly lapsed 
into coma again with paralysis of the right 
extremities and a sensory aphasia. Shortly 
after these neurologic findings had become 
apparent, the patient expired. 


Comment. In retrospect, the course of 
events could conceivably have been fa- 
vorably altered and progression of in- 
tracranial and cervical carotid thrombo- 
sis halted if bilateral carotid angiogra- 
phy had been performed to demonstrate 
the arterial lesions at the time of initial 
hospitalization. Thromboendarterectomy 
of the obstructed right internal carotid 
vessel might have been feasible then 
and the intracranial arterial occlusion 
prevented by restoring normal blood 
flow and by maintaining the patient on 
anticoagulants. On the other hand, if 
such surgical reconstruction had proved 
impossible, prompt establishment of an- 
ticoagulant medication alone may have 
restricted the thrombotic process to the 
arteries of the neck. The terminal devel- 


146 Geriatrics, March 1959 








FIG. vil. (Case 7). Partially obstructed internal 
carotid artery in the neck with total occlusion 
at the circle of Willis. 


opment of a hemiplegia ipsilateral to 
the initial vessel pathology was most 
likely due to extension of the intra- 
cranial thrombosis to the opposite side 
of the circle of Willis. 
Discussion 

As mentioned previously, one-half mil- 
lion people suffer cerebral hemorrhage 
each year in this country. There is a 
reservoir of at least one and a quarter 
million patients who have been diag- 
nosed as victims of stroke in hospitals, 
nursing homes, and other institutions, 
and an unknown number remain in pri- 
vate homes. Many were experienced, 
highly trained men and women at the 
height of their productive powers when 
their illness suddenly removed them 
from the community. These unfortunate 
neurologic cripples constitute an enor- 
mous drain on the mental and financial 
resources of their families. It is impera- 


———— - 


Ne 


tive that we exert every effort to mini- 
mize these losses, which are steadily 
mounting with the progressive aging of 
our population. 

It has been pointed out that the diag- 
nosis of stroke is in reality no diagnosis 
at all but is a purely descriptive term 
carrying the same connotations as apo- 
plexy, coma, cerebral accident, and so 
on. No specific and focal lesion is indi- 
cated by any of these terms, although 
usually it is true that “something has 
happened to the brain.” 

The vital importance of thorough 
medical investigation for every single 
individual with hemiplegia or other clin- 
ical manifestations: of stroke—with or 
without intracranial bleeding—lies in 
the following considerations. 

During the past several years, as cere- 
bral angiography has been more widely 
employed, it has gradually become clear 
that one of the most common and im- 
portant causes of clinical stroke is seg- 
mental cervical carotid artery disease. 
Murphy, who has had wide experience 
with cerebrovascular disease, states that, 
“carotid occlusion] seems to be one of 
the most common, if not the most com- 
mon cause of cerebrovascular acci- 
dents.”* An early series of autopsies 
performed on patients who died as a re- 
sult of cerebral infarcts disclosed that as 
many as 60 per cent had no obstruction 
of the cerebral artery supplying the re- 
gion.? These patients were then classi- 
fied as having sustained a_ cerebral 
thrombosis. A more modern and classic 
study of cerebrovascular disease in over 
400 unselected autopsies has recently re- 
vealed that the correct diagnosis in most 
of the cases could only have been made 
by study of the cervical carotid vessels.! 
Cervical carotid occlusion thus probably 
results in 1 out of every 4 hemiplegias 
and is a cause of a very large percentage 
of those attacks characterized by no in- 
tracranial bleeding, which were former- 
ly classified loosely as caused by cere- 


bral thrombosis. One recent study of 
consecutive cases of hemiplegia investi- 
gated by carotid angiography disclosed 
that one-third of the patients had com- 
plete or partial block of the internal ca- 
rotid artery in the neck.’ Using the fig- 
ures of Fisher, 1 out of every 10 men, 
women, and children living today have 
serious blockage of one or both cervical 
carotids.! ‘The percentage increases sharp- 
ly if only men of 50 or over are considered. 
In many instances, these obstructive 
abnormalities in the neck arteries may 
be present to an advanced degree with- 
out causing any symptoms. It is only 
when the balance struck between blood 
input to the brain and demand by it 
becomes precarious that symptoms may 
be precipitated by minor cardiovascular 
changes. There seems no doubt that the 
metabolic state of the brain is intimately 
dependent upon its entire arterial tree. 
Yet even advanced cerebral artery dis- 
ease may remain asymptomatic as long 
as flow volume through the carotids is 
high. Conversely, cerebral arteries little 
affected by disease may be the site of 
extensive cerebral ischemia in the face 
of an attenuated supply through the cer- 
vical carotids. Occlusion of a_ vessel 
could hardly be in a more strategic loca- 
tion to interrupt brain function. Yet, 
fortunately, the occluded vessel is read- 
ily accessible to remedial surgery. Sur- 
gical by-pass of the occluded segment 
has been performed using the external 
carotid artery® and end-to-side arterial 
prostheses.'° Successful thromboendar- 
terectomy has been reported by a num- 
ber of workers.!'-!8 The largest series to 
date is that of Rob, who verified main- 
tenance of vessel patency by serial an- 
giography.' Difficulties experienced in 
this field seem to be purely technical 
ones, which are related to special prob- 
lems of arterial surgery. There is no 
reason to suppose, for example, that ar- 
terial prostheses cannot function as well 
in this location as they do in others. 
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The author has accomplished success- 
ful carotid arterial reconstruction in 5 
patients to date, which has been fol- 
lowed by dramatic reversal of neuro- 
logic signs in some of these individuals. 
The degree of neurologic improvement 
to be anticipated appears to be directly 
related to the duration of neurologic 
deficit, that is, the length of time since 
the stroke occurred. A later communi- 
cation will present these cases in greater 
detail. 

There are no clinical criteria that ac- 
curately distinguish cervical carotid oc- 
clusion from arterial obstruction in the 
brain itself. Clinical symptoms and 
signs have been arbitrarily segregated 
into three groups by some investigators 
in an attempt to relate clinical findings 
and the pathologic lesion. Since these 
clinical groupings include most contin- 
gencies of variability, they cannot be re- 
lied upon for diagnostic purposes. Even 
the neurologic picture of senile demen- 
tia may be produced by chronic occlu- 
sive disease of the cervical carotid ar- 
teries.! 

Perhaps 20 per cent of all strokes are 
due to arterial occlusion in the brain. 
The arteriographic picture is one of 
persistent nonfilling of one or more 
branches of the circle of Willis (Case 
7).° There seems no doubt that anti- 
coagulant medication alters favorably 
the natural evolution of cerebrovascular 
disease in most patients with such le- 
sions.'®18 Tt is therefore of considerable 
importance to be able to establish with 
certainty that true cerebrovascular 
thrombosis is present. Treatment with 
anticoagulants is safe only after cere- 
bral arteriography and spinal fluid ex- 
aminations have together ruled out in- 
tracranial bleeding. It is my belief that 
lumbar puncture should be performed 
on all patients with stroke unless they 
present clinical evidence of increased 
intracranial pressure. The spinal fluid 
findings will assist verification of the 
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presence or absence of intracranial bleed- 
ing. I have never seen worsening of the 
neurologic status result from this pro- 
cedure. 

It is difficult to see how the mechani- 
cal obstruction characteristic of cervical 
carotid disease could be altered by anti- 
coagulants. If there is concrete evidence 
that surgical reconstruction of the ar- 
tery is not feasible, and in the hope of 
preventing propagation of thrombus or 
of embolism, distal to the block, anti- 
coagulants may be of benefit. 

The clinical diagnosis of cerebral 
hemorrhage presents boundaries as _ill- 
defined as those surrounding cases 
grouped in the past under the amor- 
phous heading of cerebral thrombosis. 
Although at least five radically differ- 
ent causes of brain hemorrhage present 
wholly separate clinical problems and 
varying difficulties in management and 
treatment, the external or clinical mani- 
festations of the brain hemorrhage may 
well be indistinguishable from one pa- 
tient to another. As mentioned earlier, 
one cause of cerebral hemorrhage is 
rupture of an arteriosclerotic artery; 
another is rupture of congenital cere- 
bral aneurysms; and others include 
hemorrhage occurring in an unsuspected 
brain tumor, rupture of a cerebral ar- 
teriovenous anomaly, and bleeding ac- 
companying some generalized disease 
process, such as subacute bacterial endo- 
carditis. These must be distinguishable 
by arteriography before definitive ther- 
apy is practical or indeed possible.‘ 

Discussion of treatment for each of 
these entities is beyond the scope of this 
communication. Suffice it to say that ac- 
curate diagnosis is feasible, with vary- 
ing degrees of difficulty, in all of these 
cases. In all probability, there will al- 
ways be a certain residue of patients 
with cerebral hemorrhage for whom no 
definitive therapy is available. As cere- 
bral angiography becomes routine, there 
is little doubt that this number will be- 


co 
on 


pa 
str 
br 
th 


WI 
of 
pa 
m 
ce 
dt 


m 
V1 
m 
st 


10. 


come progressively smaller. However, 
only with angiography as an integral 
part of the work-up for the patient with 
stroke will precise anatomic diagnosis in 
brain hemorrhage become the rule rather 
than the exception.4 


Conclusions 


1. Modern treatment of each patient 
with stroke rests upon the establishment 
of a precise anatomic diagnosis. In the 
past, it has not been feasible to deter- 
mine, during life, the exact anatomic 
cerebral lesion responsible for the pro- 
duction of most clinical strokes. 

2. The advent of safe cerebral angiog- 
raphy has revolutionized the manage- 
ment of cerebrovascular disease by pro- 
viding, in many instances, factual infor- 
mation in regard to the cause of the 
stroke. 
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3. It is now clear that approximately 
one-third of all patients who have 
strokes suffer from cervical carotid ar- 
tery disease. In many instances, these 
arterial occlusions are surgically reme- 
diable, resulting in increased blood flow 
volume to the brain. 

4. The external postures of a stroke 
are not in themselves at all reliable inso- 
far as establishment of an accurate an- 
atomic diagnosis is concerned, and brain 
hemorrhage is no exception to this rule. 
The series of cases presented illustrates 
the results obtainable when treatment 
can be guided by exact knowledge of 
the specific pathologic lesion. 

5. Cerebral angiography should be 
considered a vital and routine part of 
management of all patients with hemi- 
plegia or other manifestations of stroke 
with or without intracranial bleeding. 
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Craniopharyngiomas in 


aged mental patients 


PAUL GAL, M.D. 


NEWTOWN, CONNECTICUT 


@ Although craniopharyngiomas occur 
primarily in children or young adults, 
Grinker mentioned in his textbook, “We 
have seen several of these tumors in 
adults, one in a man 56 years old.”! In 
a survey of the various types of tumor 
occurring in different decades, Wilson? 
and Peyton, French, and Baker*® found 
no instance of craniopharyngioma in the 
age group over 60. In the literature 
available to us, observation of cranio- 
pharyngioma in aged mental patients 
was reported only by Austarheim.* 


Case Histories 

In a series of 2,400 postmortem examina- 
tions at the Fairfield State Hospital, 
Newtown, Connecticut, only 4 cases of 
craniopharyngioma were found in_pa- 
tients over 60. The clinical and patho 
logic data of these cases may be of some 
interest. 


Case 1. A 67-year-old woman was_ hos- 

pitalized in 1930 because she had been rest- 
less, sleepless, and had expressed paranoid 
ideas. On admission, physical, neurologic, 
and laboratory findings were negative. Men 
tal symptoms included restlessness, emotion- 
al instability, delusional feelings of persecu- 
tion, loss of memory, and impairment of in- 
sight and judgment. The patient was diag- 
nosed as suffering from a paranoid senile 
psychosis. 
PAUL GAL, formerly section chief at the 
Neuro-Psychiatric Institute of the Univer- 
sity of Debrecen, Hungary, is now senior 
physician at the Fairfield State Hospital, 
Newtown, Connecticut. 
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Studies were made of 4 cases of cra- 
niopharyngioma in mental patients 
over 60. In each case, neurologic ex- 
amination was negative, and diag- 
nosis of craniopharyngioma was es- 
tablished only after death. Because 
of the great difference in mental 


symptoms, pathognomonic connec- 
J 5 


tion to craniopharyngioma could not 


be assumed. 


A fairly good hospital adjustment was 
made, and no signs of confusion or dementia 
appeared. She died in 1943 from acute pu- 
rulent bronchitis and focal pneumonia. 

Postmortem examination showed a cir- 
cumscribed brownish mass, mottled with 
yellow spots, at the base of the brain, occu- 
pying the region of the infundibulum. ‘The 
mass was about 10 mm. long and 7 mm. in 
diameter and was roughly ovoid in shape. 
It projected exactly in the midline and was 
attached to the tuber cinereum. A sagittal 
section made through the middle of the 
brain showed that the small mass was well 
circumscribed and did not extend into the 
brain tissue. It had a thin, fibrous capsule 
which was almost transparent, and con- 
tained an amorphous, soupy, brownish sub- 
stance with small bits of yellow, gritty mate- 
rial. Microscopic examination revealed a 
cystlike structure with a thin, fibrous wall, 
enclosing some yellow-brown pigment. In 
the central portion of the cyst was an amor- 
phous, pink-staining material with slitlike 
spaces. In one place, a small bit of stratified 
squamous epithelium was seen lining the 
cyst. 

The pathologic diagnosis was that of 
craniopharyngioma. 
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Case 2. A West Indian Negro man, 62 
years of age, was admitted to the hospital 
in 1942 suffering from hallucinations, delu- 
sional ideas of persecution, and suicidal 
Since 1936, he had been _ hos- 
pitalized on several occasions for mental 
symptoms. The patient had been drinking 
liquor all his life. On admission, physical, 
neurologic, and laboratory findings were 
negative. Mental symptoms included hallu- 
cinations and paranoid ideas. Diagnosis was 
alcoholic psychosis with acute hallucinosis. 

After a short period, the hallucinations 
disappeared. Paranoid ideas, although vague 
and rarely expressed, remained throughout 
the patient’s life. Later his memory became 
impaired and hypertensive heart disease de- 
veloped, resulting in -his sudden death in 
1951 at the age of 71. 

Postmortem 


tendencies. 


examination of the brain 
considerable amount of frontal 
atrophy; there was no evidence of tumor 
formation. Microscopic examination of the 
pituitary body revealed a 3-mm. cystic for- 
mation with stratified squamous epithelium. 

Pathologic diagnosis was craniopharyngi- 
oma. 


showed a 


Case 3. A 62-year-old man was admitted 
to the hospital on January 26, 1956, with a 
history of a cerebrovascular accident several 
years previously, followed by progressive de- 
terioration of his mental status. Shortly be- 
fore admission, the patient had become un- 
cooperative and unmanageable at 
Neurologic examination in the Danbury 
Hospital had proved negative. On admis- 
sion, the patient appeared to be in severe 
physical distress and suffering from general 
weakness. Heart sound was of poor quality; 
reflexes were hyperactive bilaterally. The 
patient was mentally confused, disoriented, 
and apathetic, showed a marked loss of ini- 
tiative and inertia, and was incontinent. 
During the next few days, he appeared to 
be physically sick because of a deficiency 
state rather than a 


home. 


psychosis. Death on 
February 2, 1956, was caused by acute nec- 
rotizing bronchopneumonia. 

Postmortem examination of the brain re- 
vealed severe flattening of the cerebral gyri 
over both hemispheres and at the base of 
the brain. Immediately posterior to the op- 
tic tract was a large, well-encapsulated tu- 
mor, approximately 3.5 cm. in diameter, 


which displaced the lateral ventricles and 
basal ganglia upward and outward. This tu- 
mor lay in the midline posterior to the 
infundibulum and on section was found to 
be composed of whorls of firm, white to 
light-gray tissue, which showed several areas 
of cystic, frequently mucoid change. The 
lesion extended posteriorly to squeeze, but 
not completely occlude, the aqueduct of 
Silvius. Only moderate pressure signs were 
seen in the cerebellar tonsils, although those 
in the hippocampal gyrus were noticeable 
and had been partially distorted by the 
presence of tumor. 

examination of the tumor 
showed a fine network of epithelial cells em- 
bracing cystic spaces and resembling non- 
keratinizing squamous epithelium. The cells 
lining the cystic spaces were columnar and 
pallisading, having a basal cell-like architec- 
ture. Occasional epithelial whorls were seen. 
Intermixed with the epithelial strands were 
masses of loose, relatively acellular, fibrous- 
like tissue undergoing various types of de- 
generation in different fields. The cystic 
spaces were also filled with protein material, 
which was probably formed after the de- 
generative changes. 


Microscopic 


Pathologic diagnosis was adamantinoma- 
tous type of craniopharyngioma. 

Case 4. An 82-year-old man was admitted 
to the hospital on August 22, 1956, because 
of confusion, disorientation, memory loss, 
and periods of disturbance. He had had 
several minor cerebrovascular attacks, fol- 
lowed by light coma for as much as a week 
at a time. There had been no major strokes 
or paralyses. On physical examination, the 
pulse was irregular and blood pressure, 
160/90; a systolic murmur was heard in 
the mitral area. There were signs of ad- 
vanced peripheral arteriosclerosis, and the 
fundi showed some arteriosclerotic changes. 
Speech was mumbling and thick, and he 
exhibited apathy, an extreme degree of 
memory defect, and no spark of spontaneity 
or interest. Laboratory findings were nega- 


tive. He died on September 4, 1956, from 
aspiration bronchopneumonia. 
Postmortem examination of the brain 


showed marked signs of cerebral arterio- 
Microscopic examination of the 
pituitary body revealed an irregular, col- 
lapsed, cystic structure partly lined by squa- 


sclerosis. 
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moid epithelium, with fibrous, and occa- 
sionally foreign-body, giant cells and macro- 
phages. 

Pathologic diagnosis was craniopharyngi- 


oma. 


Discussion 
Every textbook of psychiatry and so 
many articles have dealt with the diag- 
nostic difficulties of brain tumor, partic- 
ularly in mental patients, that it would 
be superfluous to mention them. The lit- 
erature concerning diagnostic problems 
of intracranial tumor in the aged has 
only come into being during the last 
decade.5* 

In each of our 4 cases, the clinical 
picture was dominated by mental man- 
ifestations. In the second and fourth 
cases, there were no intracranial, space- 
occupying processes in the clinical sense. 
Craniopharyngioma is only a histopath- 
ologic diagnosis. 

In the first and, especially, the third 
cases, some neurologic signs of intra- 
cranial space-occupying processes could 
be expected. The patient in the first case 
was not so deteriorated mentally but 
that she could comprehend and com- 
plain of her symptoms. 

In the third case, neurologic examina- 
tions before and again on admission 
were limited and negative because of the 
patient’s mental status. During the few 





remaining days before death, his physi- 
cal condition became so rapidly im- 
paired that further investigation was al- 
most impossible. 

The mental symptoms and clinical 
course were so different in each case 
that it is impossible to assume a pathog- 
nomonic connection between the cranio- 
pharyngioma and the mental symptoms. 
Only in the third case may one suppose 
that the mental symptoms were a mani- 
festation of increased intracranial pres- 
sure. 

In view of such cases, it would seem 
that, when a psychiatric syndrome does 
not fit clearly into some definitely 
known entity, every effort should be di- 
rected toward excluding the possibility 
of brain tumor. 
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ANXIETY, tension, and behavior changes in elderly persons may be 
satisfactorily controlled with small amounts of the phenothiazine 
derivative, Pacatal. When the drug was given in doses of 25 mg. three 
times a day and at bedtime for periods of two weeks to a month, 
psychologic manifestations were ameliorated in 86 per cent of 83 non- 
hospitalized patients aged 50 to 82 with a variety of organic and func- 
tional disorders. Dryness of the mouth was the only side effect observed. 


M. ENDE: The use of Pacatal in the management of geriatric patients. Virginia M. 


Month. 85: 436-437, 1958. 
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Management of elderly patients with 


fractures of the upper end of the femur 


FELICITY E. SOUTTER, M.B., F.R.C:S.E. 


CARLUKE, LANARKSHIRE, SCOTLAND 


@ Although the orthopedic technics 
adopted for the treatment of old people 
with fractures of the upper end of the 
femur are vitally important, the success- 
ful outcome depends also on the _ pre- 
and postoperative care. In this article 
I shall discuss the problems involved at 
different stages following the accident, 
when it occurs in people over the age of 
70. It is felt that under this age only a 
few persons present geriatric problems 
in treatment, but that over this age the 
majority do. 

I have had the opportunity of review- 
ing a series of 150 aged persons who 
had sustained subcapital, transcervical, 
or intertrochanteric fractures, and who 
had all been treated by internal fixation,! 
using a certain routine, which was 
evolved with experience. The results 
achieved were often surprisingly good, 
and it was possible to record a_three- 
month survival rate of over 70 per cent 
and to recommend that no_ patient 
should ever be denied operation on 
grounds of age alone. 


Choice of Therapeutic Procedure 
It is only within the last thirty years 
that internal fixation for these fractures 
has been carried out and that the various 
nails and nail-plates used have been de- 
veloped. Conservative treatment by 
splintage may still be indicated in the 
treatment of younger and fitter patients, 


FELICITY SOUTTER is assistant orthopedic surgeon, 
Law Hospital, Carluke, Lanarkshire, Scotland. 


For the geriatric patient with fracture 
of the upper end of the femur, in- 
ternal fixation, using the suggested 
technic, is the treatment of choice. 
Certainly no patient should ever be 
denied operation on grounds of age 
alone. It is true that there are some 
for treat- 
ment and the prolonged period of 
immobilization required, but few 
geriatric patients tolerate this well. 
either mentally or physically. 


indications conservative 


especially in those who have sustained 
the comminuted type of intertrochanter- 
ic fractures, but, to the aged patient, the 
splints are cumbersome, uncomfortable, 
and tedious. The prolonged bed rest re- 
quired for union to occur—a period of 
at least nine to twelve weeks—may 
prove fatal, especially about the sixth 
week, as the patients seem to lose hope, 
heart, and strength and readily succumb 
to respiratory or cardiac disease. 

One must select the aged patient very 
carefully for conservative treatment, 
and the majority of patients selected will 
be mentally and physically young. More- 
over, the operative technic of “blind” in- 
sertion of a nail, in the hands of an ex- 
perienced surgeon and with an experi- 
enced anesthetist and radiographer in at- 
tendance, is now comparatively simple 
and produces relatively little operative 
shock. As may appear obvious, it is es- 
sential for the best results that all who 
care for the patient should be aware of 
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the problems involved and, preferably, 
should be experienced in the various 
procedures, as the margin for error or 
delay is small. 

Two further considerations favor the 
operative method of treatment. The first 
of these is the simplification of nursing 
procedures, including the ability to 
change the patient’s position in bed ear- 
ly in the course of treatment. ‘The second 
is the improved mental outlook when 
the patient can sit out of bed relatively 
early and, similarly, in certain cases, the 
reduction of mental disturbance by early 
transfer to the normal home surround- 
ings, if these prove adequate. ‘The author 
knows one woman of 89 who, because 
she pleaded every day to go home and 
definitely deteriorated in hospital, was 
discharged in two weeks. Three and one- 
half months later she reported to the 
clinic walking normally. The family said 
she got up on her own at 7:30 in the 
morning and often put coal on the fire 
and walked to the door to collect the post. 


Assessment on Admission 


\s soon as possible after the diagnosis 
of the injury is made, transfer to hos- 
pital is recommended. There are very 
few aged people who are so ill that it is 
unwise to place them immediately in the 
hands of the experts. This gives the 
least chance of delay in assessing the 
patient’s condition and in planning the 
course of treatment. Except for the de- 
lay required to improve such a condition 
failure, bronchitis, 
pneumonia, gross anemia, or marked di- 


as cardiac acute 
abetic instability, it has been found that 
the patient requires no more than twelve 
to twenty-four hours after admission to 
hospital to overcome the shock resulting 
from the accident and from the ambu- 
lance journey. To leave the patient much 
longer with the pain of the fracture and 
the resultant immobility invites mental 
and physical deterioration. If it is essen- 
tial to postpone elective treatment  be- 
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yond this period, some simple form ol 
skin traction applied to the leg should 
be used.? 

It is for these reasons that the sur- 
geon and anesthetist should see the pa- 
tient very shortly after admission, not- 
ing the cause of the accident, the pre- 
vious illnesses, the pre-accident activity, 
and the presence of a cough and undue 
breathlessness. The accident sometimes 
results from a medical incident such as 
a “blackout” or a more obvious cerebral 
thrombosis. A person who has been able 
to get out and about before the accident 
is Obviously much less of an operative 
risk than the one who spends the day 
in a chair. The replies to questions will 
also reveal the mental condition—evid- 
ence of disorientation of recent onset 
often indicating the presence of hypo- 
static pneumonia or cardiac failure re- 
lated to anemia. A poor mental state 
naturally gives a poorer prognosis and 
indicates the need for urgent operation, 
provided any underlying disease, if pres- 
ent, is treated speedily. 

The actual examination need not be 
too elaborate, but the routine clinical ex- 
amination of the cardiovascular and res- 
piratory systems is essential, as is the 
testing of the urine and estimation of 
the hemoglobin. However, the examina- 
tion must not disturb the patient too 
much, and elaborate tests are rarely re- 
quired, with all the necessary informa- 
tion being obtained as speedily as pos- 
sible by the above regime. 

Reasons for Postponing Operation 
As suggested, there are only a few con- 
ditions that lead to delay at this time. 
These are: 

@ Acute cardiac failure. 

@ Acute bronchitis (chronic bronchi- 
tis is not necessarily a contraindication) . 

@ Pneumonia, either lobar or hypo- 
static. 

@ Marked anemia. 

@ Marked hyperglycemia. 


— 
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It has been found that to operate in 
the presence of these conditions is to ac- 
celerate death, but the speediest possible 
correction of them allows operation usu- 
ally within a few days or a week. For 
example, after a blood transfusion to 
correct anemia, the patient is ready next 
day. 

A daily assessment of the patient dur- 
ing this time enables the surgeon to 
choose the optimum time for operation. 
Postponing the decision too long some- 
times allows a relapse to occur because 
of the discomfort and distress caused by 
the fracture and by any splint that may 
be used. 


Choice of Internal 
Fixation Appliance 
For the subcapital or transcervical 
fracture, the nail most commonly used 
is the tri-fin Smith-Petersen nail® as il- 
lustrated in figure I. Although the nail 
has been in constant use since it was first 
described over twenty-five years ago, there 
are still some practitioners who consider 
that it does not hold this difficult fracture 
securely enough, and who feel that some 
other nail or technic may produce a 
lower rate of failed union. Whether this 
is so or whether the fault lies in the 
type of fracture, the degree of damage 
to the capsule, the possibility of capsu- 
lar interposition, or even in a bad reduc- 
tion of the fracture is not yet known. 

The fracture through the base of the 
neck or through the trochanters presents 
less of a problem for union and, pro- 
vided it is securely immobilized, usually 
unites well, because of the free blood 
supply and the cancellous bone involved. 
There are two main types of fracture 
here: 

@ The simple fracture with little 
comminution that usually reduces easily 
and in which the surrounding bone gives 
a strong grip to the nail-plate used. 


® The comminuted fracture, that may 


be difficult to reduce, that bleeds more 
freely, and that requires much more care 
for the satisfactory insertion of the nail- 
plate. It is this fracture that sometimes 
warrants conservative treatment by 
splintage in the fitter patient. 

There are two main types of nail- 
plate used: 


@ The appliance cut out of one solid 
piece of metal, with no point of weak- 
ness, providing a fixed angle at the junc- 
tion between the nail and the plate. A 
greater range of such appliances is re- 
quired to give angles of 120 to 140 de- 
grees (the normal range of angle for the 
neck-shaft line in the femur) and to give 
different lengths of nail. ‘The Capener- 
Neufeld nail-plate is an example of this 
type,*;> and is illustrated in figure II. 


@ The separate nail and plate held 
together by a bolt which gives a poten- 
tially weak point, but allows a variation 
of the angle with each patient. The Mc- 
Laughlan or McKee nail-plates are ex- 
amples of this type, and are illustrated 
in figure III. 

The fracture with much comminution 
causes considerable strain on the nail- 
plate because of the strong, unsupported 
upward pull of the muscles and the tend- 
ency to adduction of the shaft of the 
femur. I have seen several bolts come 
loose, several nails bend, and some cut 
out of the bone with this type of frac- 
ture, and consequently prefer the one- 
piece type of nail-plate. I would also 
limit any, weightbearing in these frac- 
tures for at least nine to ten weeks or 
until there is radiologic confirmation of 
advanced union. The only nails actually 
seen to break have been in the younger 
men who have walked too soon. In the 
old person, no extra splintage in the 
postoperative period is required to pre- 
vent this complication, although in the 
younger, more muscular individual, 
splintage has sometimes been used for 
a month. 
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Figure I. A Figure I. B 
Fic. 1. Case of Mr. T.B. A and B. Roentgenograms taken on i 
February 3, 1958, showing well-positioned Smith-Petersen nail 
for a subcapital fracture without marked displacement. C. Roent- 
genograms of May 6, 1958, showing solid union three months 
after operation. 
Figure I, C 
" Preoperative Therapy 
; : : } 
As soon as the patient is considered to 
be as fit as can be expected, the opera- 
tion should be planned for the next 
morning if possible. This lapse of twelve 
to twenty-four hours allows four things 
to take place: 
° ° } 
1. Rest for the patient following the 
accident and journey to allow for re- I 
covery from associated surgical shock. 
2. Correction of the dehydration 
which is so often present. ‘The ordinary 
oral intake of tea or other beverage dur- 
ing the evening and early part of the 
night is usually sufficient. Some simply 
assimilated form of glucose should also 
be given. 
3. Preoperative preparation of the 
skin. 
j 
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Fic. 1. Case of Mr. D. B. Roentgenogram of 
February 1957, showing pertrochanteric fracture 
immobilized with a Capener nail-plate. 


1. Informing the relatives of the de- 
cision and the reason why operation is 
the best line of treatment. When the rel- 
atives are told clearly and _ concisely 
about the effect that prolonged bed rest 
will have on the invalid and how the 
pain can be relieved and bed rest and 
hospitalization cut short by the opera- 
tion, there is rarely any opposition. In 
fact, they are sometimes only too pleased 
to hear that something can be done to 
avoid the dreaded bed rest. 

It is essential not to give too strong a 
sedative, either on the night before the 
operation or as a preoperative dose. 
Simple medication, such as morphine, 
lg gr., or a mixture of potassium bro- 
mide, 714 gr.; chloral hydrate, 714 min- 
ims; and nepenthe, 714 minims (that is, 
half a normal dose) usually suffices and 
prevents the development of a danger- 
ous drowsiness or respiratory depres- 
sion. Most of these old people are amaz- 
ingly placid. 








FIG. 11. Case of Mrs. J. McK. Roentgenogram of 
December 6, 1956, comminuted intertrochanteric 
fracture immobilized with a McLaughlin nail- 
plate. 


Operative Routine 

It is preferable to operate as early in the 
day as possible, after the night’s rest 
and with the minimum period of starva- 
tion that is safe in the administration of 
a general anesthetic. With modern anes- 
thetic technics, it is also considered best 
to administer a simple general anesthet- 
ic after very light premedication. A 
technic that has proved its worth has 
been described by D. Hunter Smith,! 
who recommends premedication of mor- 
phine, 1% to 14% gr., with atropine, 1/100 
er. After this he uses a very slow injec- 
tion of a small dose of thiopentone (0.1 
to 0.2 gm.) followed by nitrous oxide 
1.0 liter/min. with oxygen 0.5 liter/min. 
in a closed circuit apparatus with the ex- 
piratory valve open. A few minutes before 
the incision, he gives an intravenous 
dose of pethidene hydrochloride (usual- 
ly 25 mg. but occasionally 50 mg.) A 
further 25 mg. pethidene hydrochloride 
may be given later in the operation. 
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This is the description of one reliable 
technic, but there are others used by dif- 
ferent anesthetists. The essential point 
is that the anesthetic must be as light as 
is compatible with muscle relaxation for 
reduction of the fracture and must not 
continue beyond the operation time. ‘The 
patient should be recovering from the 
anesthetic when she leaves the theater 
and be sitting up in bed within an hour 
or two, able to take notice of her sur- 
roundings and to take fluids and light 
nourishment. 

It can be seen from this that the work 
of the surgeon and radiographer must 
be as speedy as is compatible with efh- 
ciency. I believe that few patients need 
to be in the theater as much as one hour, 
and many can be back in bed in three- 
quarters of an hour. 


Operative Technic 


The recommended technic for the opera- 
tion is the standard one, using the later- 
al approach to the upper shaft of the 
femur with the patient immobilized on 
the orthopedic table after reduction of 
the fracture. This is the so-called “blind” 
approach with radiologic confirmation 
of the position of a guide wire and the 
length of nail required. With practice, 
few guide wires are required and _ the 
technic is atraumatic and swift. 

A firm bandage applied around the 
upper thigh and groin is valuable in the 
early postoperative period to prevent 
hematoma formation, to give some 
splintage to the hip, and to allow the 
early, comfortable performance of quad- 
riceps drill with gentle knee exercises as 
well as early mobilization in bed. I used 
to advocate the postoperative use of a 
long-leg plaster splint with an antirota- 
tion wooden bar attached below the calf 
area as being more comfortable than the 
previously recommended shoe with the 
antirotation bar on the heel, but more 
recent experience with the firm bandage 
technic, which is simpler and quicker, 
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has led to the opinion that it is as good 
in most cases. However where severe 
comminution exists or where muscle 
spasm occurs, as in hemiplegics, the plas- 
ter shell is still recommended. 

Postoperative Care 
As indicated previously, early recovery 
from the anesthetic allows sitting up in 
bed soon after the operation and the tak- 
ing of light nourishment which is so es- 
sential to good recovery. If the operation 
is carried out in the manner described, in- 
travenous blood or fluids are rarely nec- 
essary except occasionally in the case of 
the comminuted fracture which is ac- 
companied by more bleeding and prob- 
ably a longer operation time. In such 
cases it is not wise to give more than 
the minimum fluid required or to give it 
too fast, and there should be no hesita- 
tion in discontinuing the drip when the 
patient can drink small quantities of 
fluid. 

One of my patients, a 9814-year-old 
woman with a comminuted intertrochan- 
teric fracture, was given 400 cc. glucose- 
saline and 255 cc. Dextraven because it 
was felt her dehydration was not prop- 
erly relieved in the preoperative period 
and because very early recovery from 
the mild operative shock was considered 
essential. “That was all the intravenous 
fluid she was given, and there was m 
hesitation in discarding the rest of the 
contents of the bottle. 

In the later postoperative period, a 
constant watch is kept for the develop- 
ment of intercurrent chest or cardio- 
vascular complications and appropriate 
treatment instituted. If possible, the pa- 
tient should sit in a chair the following 
day during bedmaking but not for too 
long at once. The time spent in the chair 
can steadily be increased, and it is 
strongly recommended that a_ wheel 
chair which can be wheeled over the or- 
dinary lavatory pedestal also be used. 
This relieves the sensitivities of many a 
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self-conscious elderly person whose bowel 
action is inhibited because of having to 
use a bedpan in an open ward, despite 
screens, and proves to be much less of a 
strain. 

From the day after the operation, 
quadriceps exercises and gentle knee 
movements are given in bed and some- 
times in the chair. Knee flexion gives 
some hip flexion, and the knee should 
be encouraged through at least 90 degrees 
of movement as soon as possible as it 
readily stiffens, which is a troublesome 
complication. More hip exercises can be 
started after the wound has healed, the 
stitches have been removed, and only a 
small dressing is required. However, at 
all times the leg should not be encour- 
aged too early into either external rota- 
tion or adduction, as these two positions 
tend to strain the fracture site unduly. 
In fact, it is occasionally necessary, al- 
though not altogether desirable, to sup- 
port the leg in neutral rotation and in 
some abduction between two small pil- 
lows or sand bags. It is not recommend- 
ed to flex the knee over a pillow in any 
wav. 

After removal of the stitches, it may 
be possible to start ambulation without 
weight being taken on the affected leg, 
depending on the strength and ability of 
the patient and on the strength of the 
internal fixation. Many patients find the 
“walking machine” a useful first stage 
to strengthen them for the use of 
crutches. On no account should they be 
unescorted in their attempts. 

During this convalescent stage, inquir- 
ies can be made into the suitability of 
continuing care in the patient’s home, 
with periodic visits to the physiothera- 
pist and, at less frequent intervals, to 
the surgeon and x-ray department. 
When possible, home care is generally 
preferred by the elderly person, but 
when the relatives are not sufficiently co- 
operative or the home itself is not suit- 
able, it is undoubtedly preferable to con- 


tinue care in a geriatric convalescent 
ward visited by a physiotherapist. Some 
persons like the rush and bustle of an 
acute surgical ward, but the elderly usu- 
ally prefer the quieter tempo of a geri- 
atric ward, and I have seen some excel- 
lent results with these arrangements. In 
fact, when the home conditions are not 
ideal for the poor-risk patient, there is 
more chance of survival in the geriatric 
ward despite the lack of the usually 
helpful home environment. 

It is obvious that at any time medical 
complications may occur and require 
treatment, and, even in the “healthiest” 
patient, an acute medical emergency 
may lead to death; but the danger peri- 
od, after the first few days, appears to 
be mainly about four to six weeks after 
the operation. Despite all the active, op- 
timistic care described, a few patients 
gradually lose heart, decide that they 
are due to die, and actually do die of 
senility earlier than would usually occur. 
There seems no way to prevent this, al- 
though it may be helpful to add a regu- 
lar supply of easily assimilated protein 
supplement to the diet. 

Femoral neck fractures are usually 
united, if they are going to do so, in 
about twelve weeks, at which time full 
weightbearing may be allowed. The ra- 
diologic picture and the type of fracture 
will determine when partial weightbear- 
ing can be allowed before that time. 

Trochanteric fractures, when uncom- 
minuted, may permit partial weight- 
bearing in three to six weeks and full 
weightbearing in nine to ten weeks. 
When comminuted, partial weightbear- 
ing should not be allowed until union is 
advanced, which would be in about eight 
to ten weeks, and full weightbearing is 
not usually possible for twelve weeks. 

Orthopedic Complications 
The chief complications of subcapital 
fractures probably arise from two main 
features: 
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Figure IV. A 





Figure IV. B 


FIG. IV. Case of Mrs. M.B. A and B. Roentgenograms of June 6, 
1956, showing markedly displaced subcapital fracture. This frac- 
ture showed slow union with the development of avascular 
necrosis of the femoral head and is persistently painful with 
osteoarthritis. C. This figure shows the avascular necrosis present 
and is taken after removal of the Smith-Petersen nail. 
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1. The normal anatomic arrangement 
of the blood supply to the femoral head. 
This arises from three major articular 
vessels that run in the capsule, most ol 
the attachment of which is so far down 
the femoral neck that the vessels enter 
the bone in the distal half of the neck 
and are severely damaged when the frac- 
ture occurs, rendering the head of the 
femur avascular (figure IV). 

2. The fracture that becomes well dis- 
placed and prevents easy reduction or the 
fracture with much comminution poste- 
riorly. Both may be associated with cap- 
sular interposition and inadequate im- 
mobilization, which are two of the causes 
of delayed union or nonunion. 

Avascular necrosis of the femoral 
head gives a soft, easily distorted bone 
and an irregular, degenerate articular 














Figure V. A Figure V. B 


FIG. V. Case of Mrs. M. Mcl. A. Roentgenogram of May 24, 1957, showing 
markedly displaced subcapital fracture. B. June 7, 1957, about two weeks 
after insertion of Smith-Petersen nail. C, September 23, 1957, showing failure 
of union, absorption of femoral neck with loss of immobilization, and extru- 
sion of nail. D. September 30, 1957. After removal of Smith-Petersen nail and 
sublrochanteric displacement osteotomy with the use of a Blount plate. 


Figure V. C Figure V. D 
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cartilage, both of which lead to osteo- 
arthritis, even if union does eventually 
occur at the fracture site. The frail, geri- 
atric patient may have to accept this dis- 
ability, as operation to improve the con- 
dition is of some magnitude. Though it 
is known that replacement arthroplasties 
of the femoral head, using metal or a 
plastic resin, have not stood the test of 
time, the geriatric patient may obtain re- 
lief, which is sufficiently prolonged, with 
this type of operation. Some authorities 
believe that the type of patient, usually 
a woman, we are now discussing pre- 
sents the ideal case for a prosthetic ar- 
throplasty, provided she will stand the 
operation itself, because early weight- 
bearing, at about the three-week period, 
can be encouraged. 

Another per- 
formed both for delayed and nonunion 


operation frequently 
of femoral neck fractures and for osteo- 
arthritis is a subtrochanteric type of dis- 
placement osteotomy (figure V). Nowa- 
days plaster spica fixation is not always 
required, as there are various forms of 
specially devised plates that anchor the 
shaft of the femur to the trochanter, or 
even to the trochanter with the head of 
the bone also. Fairly prolonged bed rest 
is required, no weightbearing being pos- 
sible before eight to twelve weeks, and 
nonweightbearing activity is best not 
considered for at four weeks, but 
the operation is not so dangerous to life 


least 


as is the arthroplasty, and it does sta- 
bilize the upper end of the femur and 
reduce pain. 

There is no standard 
rence of these complications; some peo- 
ple meet them in about 10 per cent of 


rate of occur- 


cases, others in as many as 30 per cent 


of cases. 
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The chief complications of trochanter- 
ic fractures are: 

1. ‘Those cases treated on a splint may 
suffer from all the complications of a 
splint, notably lateral popliteal nerve 
pressure and consequent drop foot, pres- 
sure sores, and so on. 

2. Those cases treated by operation 
have few complications except for pos- 
sible malunion of the fracture due to in- 
adequate initial reduction or to failure 
to maintain the correct alignment of the 
fracture by the nail-plate for the reasons 
suggested earlier in this article. 

General Prognosis 
As indicated in the introduction, good 
technic and care are associated with 
lower mortality and morbidity rates. 
The series of 150 cases which I have re- 
viewed, with a three-month mortality 
rate of 28.7 per cent, included 8 un- 
traced cases who were presumed dead. 
It also included an unselected series of 
patients, for only those who were frank- 
ly moribund on admission were not op- 
erated on, and it showed a raised mortal- 
ity rate during the period when experi- 
ence was being gained in the use of the 
nail-plate, and when operative time and 
shock were probably greater. 
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Some current trends in problems 


of the aged 
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@ The United States has a population 
of 175 million persons, of whom about 
15 million, or 814 per cent, are aged at 
least 65 years. The people in this age 
group make up the highest proportion 
of a country’s population in history, and 
they are now increasing at about twice 
the rate of the over-all population.! 
LONGEVITY 

The average length of life for white peo- 
ple in the United States reached in 1956 
a new high of 70.2 years, a gain of ten 
years in the past 2 decades and double 
the average life of 34 years at the end 
of the century. The increases in average 
longevity, however, may now be nearing 
their limit, according to Woodhall and 
Jablon,? unless the mortality rates in 
later adult life fall, as they would with 
the conquest of cardiovascular-renal dis- 
eases or of cancer. 

The proportion of aged persons, how- 
ever, is expected to continue to increase, 
though at a less rapid rate. According to 
a U. S. Bureau of Census forecast, by 
1960 there will be nearly 16 million 
aged 65 and over, and by 1975 almost 
21 million, or about 9.5 per cent of the 
population.® 


KARL M. BOWMAN is professor of psychiatry, em 
ertlus, and BERNICE ENGLE is research associate, 
Department of Psychiatry, University of Cali- 
fornia School of Medicine, San Francisco. 


After 65, women increasingly outlive 
and outnumber men. In general, the 
majority of biologic, genetic, cultural, 
and psychologic factors favor female 
longevity but the explanation of the 
causes is often obscure. Problems of 
posture, personality changes, sexual 
life, intellectual capacities, work per- 
formance, and retirement have espe- 
cial importance to the aged. Here 
again sex differences appear. Scien- 
tists do not yet know what old age is. 


MALE VERSUS FEMALE LONGEVITY 

So far the gains in average longevity 
have favored women above men. The 
life expectancy at birth is now about 73 
years for white females and 67 years for 
white males, a difference of six years in 
favor of women. In the age group of 65 
and over, women have long outnum- 
bered men.* The disparity is expected to 
increase, . with nearly 3 million more 
women than men forecasted by 1970. 
Some demographers are said to point 
“to the prospect of ‘a nation of old la- 
dies.’ ’’5 

THE VULNERABLE MALE 

Bond’s recent article in Geriatrics on the 
“fragile male’ contains many interest- 
ing facts.6 Female death rates in the U 
S. white population since 1900 have de- 
clined 65 per cent, men’s, only 50 per 
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cent. For all ages, the age-adjusted death 
rates in white males that in 1953 were 
56 per cent higher than for females were 
only 10 per cent higher in 1900. The ex- 
cess in male mortality is now highest for 
the two age groups of 15 to 25 and 45 
to 64. Men of 50 have a 74 per cent 
chance of living to age 65, whereas 
women have an 84 per cent chance. 
Bond quotes a prediction that by 1975 
there will be a 4 per cent excess of wom- 
en in the total population and a 40 per 
cent excess in the age group of 65 and 
beyond, if the present trend continues. 
Why this male vulnerability? Bond 
considers the theory that excessive male 
mortality “is due to biologic differences 
rather tenuous.” He gives greater 
weight to certain sociocultural pressures. 
An extensive study by Madigan, how- 
ever, points to biologic factors as the 
main causes of women’s greater longev- 
ity. 


BLOLOGIC FACTORS 


Madigan studied the life records for the 
period 1900 to 1954 of more than 41,000 
Roman Catholic native white celibate ed- 
ucational workers (9,813 male, 32,041 
female) in this country.‘ He _ selected 
this homogeneous group of both men 
and women in order to eliminate such 
differential stresses as male service in 
the armed forces; the social, economic, 
and physical strains of marriage and 
parenthood (no subjects had been mar- 
ried) ; and occupational diversity and 
hazards. In this way Madigan planned 
to “observe the operation of biological 
factors in comparative isolation.” 

In general, the life expectancies of the 
celibate men at all ages except for the 
very oldest proved to be “considerably 
greater than those of white males of the 
general public,” but the rates of the celi- 
bate women also exceeded 
women in the general public, though not 
so much. 


When the celibates were compared 
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those of 


with each other, the women, with two ex- 
ceptions, “consistently exhibited greater 
expectations of life, and Brothers short- 
er expectations.” In the one exception, 
the men at ages 15 to 34 had had some- 
what longer life expectancies than had 
the women, a gain Madigan attributed 
to the men’s cloistered protection from 
trafic and industrial fatalities, as com- 
pared to men of these ages in the gen- 
eral public. In the other exception, the 
life tables of the celibates showed that, 
for the period 1900 to 1919, the men out- 
lived the women, who evidently “had ex- 
tremely high rates of tuberculosis.” For 
the period 1950 to 1954, however, the life 
tables showed at age 15 and again at age 
15 a six-year greater expectancy for 
women than for men. Indeed, with the 
two exceptions noted, the female ad- 
vantage was consistent in the celibate 
persons for the entire study period. From 
age 45 on, the women had a clear ad- 
vantage over the men in all decades of 
the study and after 1939, they had it at 
all ages. 

To Madigan, these results point to a 
biologic factor as the chief cause in the 
differential death rates of the two sexes 
in the general public. Young women as 
a class had the poorest mortality records 
in the period from 1900 to 1919, but after 
1939 they improved so rapidly as to 
have by far the best records. These facts 
suggest that “under conditions of equal 
stress women may be no more resistant 
to the infections and contagious diseases 
than men—perhaps even less so;’’ there- 
fore gains of women over men in this 
century may be chiefly due to “a greater 
constitutional resistance to the degener- 
ative diseases.”” The considerably greater 
female longevity of recent years would 
thus be a result of the change from one 
set of major diseases to another as a ma- 
jor cause of death. Madigan seconds 
Wiehl’s earlier recommendation of med- 
ical specialization in the care of men 
equal to the gynecologic care of women. 





He suggests that careful studies of the 
specific biologic factors associated with 
female longevity may yield results for 
the treatment of middle-aged and elder- 
ly men. 


CULTURAL FACTORS 
Against the facts of excessive male mor- 
tality in many species of lower anixials 
and in a human population as far back 
as 1763, Bond cites the steady change in 
the past fifty years in the U. S. ratio of 
male to female deaths. These ratios also 
vary in other countries—for example, in 
19 North American, European, and Brit- 
ish Commonwealth nations, the ratios go 
from 1.2 to 1.5, with the highest ratio in 
the United States and the lowest in Scan- 
dinavia. To be valid, the biologic 
changes would have to be selective for 
the U. S. male. Perhaps Madigan’s re- 
sults, if confirmed, may point to some 
factors of selectiveness. 

Bond finds that 
stresses less well 


men. stand social 
than do women. He 
points out that, in the past twenty years, 
the rates for cardiovascular-renal dis- 
eases and ulcers for the age period, 45 
to 54 years, have risen more than 30 per 
cent in men while falling about 30 per 
cent in women. At about age 45 in men, 
heart disease becomes the major cause 
of the higher male mortality, with sui- 
cide and tuberculosis next. At age 65, 
cancer heads the list of diseases with 
higher male mortality rates. 

In the age range of 40 to 74, twice as 
many U. S. men as women die of heart 
diseases (872 men and 437 women per 
100,000 of each sex). In other advanced 
countries, more males than females die 
from heart disease during the life span, 
but the male to female ratio varies con- 
siderably and the death rates from heart 
diseases are lower. 

In his review of the problem, Schein- 
feld lists a few clues to some inherent 
elements that discriminate against 
males.’ First, the fact that female adults 


have an average normal blood pressure 
(156/84) higher than that of males 
(145/82) suggests greater female toler- 
ance for high pressure. Studies by Mas- 
ter and co-workers of blood pressure in 
a large sample of healthy persons aged 
65 or more indicate the need for sepa- 
rate sets of blood pressure standards, 
since healthy women on the average 
have higher pressures and yet have 
longer life expectancies than do men. 
indicates that female 
hormones may help to prevent the clog- 
ging of arteries and that estrogens, until 
after the menopause, may protect 
against heart damage from blood clots. 
Certain biochemical elements apparent- 
ly figure in such discriminatory diseases 
as gout, slanted against men, and as dia- 
betes, more common in women. 


Some evidence 


Women are said to be biochemically 
better adjusted to withstand bodily 
stresses, perhaps because of the female 
need for adaptation to “the great hor- 
monal and other biochemical’ changes 
during menstruation, childbearing, and 
menopause. Men’s heavier musculature 
may be a liability in modern psychologic 
stresses. Women also seek medical atten- 
tion earlier than do men and take better 
care of themselves. According to a re- 
cent survey, women make 5.5 visits a 
year to physicians, compared to 3.9 for 
men.? Women aged 65 and over average 
7.6 visits a year, and men of the same 
age group, 5.8 visits. 

In an analysis of annuity mortality, 
Bowerman found in 1950 that the male- 
female differential in death rates had in- 
creased every decade for at least thirty 
years, with the greatest change in 1940 to 
1947.1° He noted the two peaks of excess 
male deaths at ages 15 to 20 and 50 to 
60 and saw a secular trend in the male- 
female mortality ratio, in that the fe- 
males “have benefited more” than males 
“at the very ages where death rates them- 
selves have declined.” 

These figures ran parallel with five 
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events—great decline in deaths from tu- 
berculosis, infections and parasitic dis- 
eases; increased urbanization; decreased 
family size; greatly increased use of 
machinery; and freer, more athletic life 
of women. He concluded that women do 
better with urbanization and men with 
rural life, in general. He cited as evi- 
dence the comparative mortality data 
from Canada, still largely a rural coun- 
try, and from England, largely an ur- 
banized country. Blair, a discussant of 
the analysis, equated the two mortality 
peaks and their sex differentials to vio- 
lence and accidents at around 20 and to 
circulatory diseases plus accidents at 50 
to 55 in men; the trough between (ages 
18 to 45) he assigned to pregnancy, 
childbirth, and the puerperium—the 
causes of death in women of these ages. 

Shettles in 1958 reviewed extensively 
the chromosomal, hormonal, constitu- 
tional, and other biologic sex differences 
with special reference to disease, resist- 
ance, and longevity... He concluded 
that, although in every population fewer 
females are conceived, after conception 
the biologic differences favor the female. 
In utero and in every age group, more 
males succumb. But females, more re- 
sistant to disease and strains of life, are 
better operative risks and have fewer 
postoperative complications; in general, 
“their biological existence is more efh- 
cient Y 

‘Testosterone, according to evidence 
gathered by Shettles, 
male fragility. Observations on human 
and animal castrates show that testicular 
secretions increase male metabolism and 
radiosensitivity and have other wide- 
effects. Castration pro- 
motes the male’s survival value. The XY 
chromosomes of the male may lack fac- 


contributes to 


spread bodily 


tors for longevity carried in the female’s 
XX chromosomes. The human male, 
“with beard and functioning testes pays 
the higher price.” 

One of the first research plans to at- 
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tack the problem is ‘The Fragile Male 
Project,” organized sometime ago by 
Wilson T. Sowder, Florida State Health 
Officer.!2, An interesting approach is a 
survey of about 80 mothers of unlike- 
sexed twins aged 5 to 16 to determine 
any significant sex differences in the 
twins’ records of accidents and illnesses 
and also in the mothers’ attitudes, ex- 
pectations, and repression-expression to- 
ward the behavior of their boy and girl 
twins.!3 

The need for extensive studies in the 
comparative biology of aging in the 
lower animals has been emphasized by 
Bourliére, who points out the far longer 
life span in precisely those mammals 
with a poor temperature control and 
normally low rate of metabolism, and 
the long life span in all mammals with 
reduced energy metabolism and low fe- 
cundity.!* These data suggest a compari- 
son with human beings and the fact that 
women habitually have a lower meta- 
bolic rate than do men. There are no ex- 
tensive data, however, on large numbers 
of lower mammals living in nature. 


Health in Old Age 


At the Nufheld Foundation in Great 
Britain, Sheldon’s findings on certain 
things important for a healthy old age 
include other differences in the sexes. 
Vision and hearing aids are ranked first, 
in that 90 per cent of people over 65 
need spectacles and 66 per cent by age 
80 have serious hearing difficulties. 
Weinberg, however, observes that the 
elderly tend to shut out various stimuli, 
and that this cause of many so-called 
defects of hearing or memory is amena- 
ble to therapy.'® 

Sheldon ranks good feet second, be- 
cause ambulation is so important. Fall- 
ing is termed “a true old age phenome- 
non.” In Great Britain 90 per cent of 
fatalities from falls occur in the old, and 
65 per cent of domestic accidents occur 
in people over 65. The liability to tum- 
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ble, which begins in the sixties and is 
worse by the eighties, is linked with a 
decline in postural skill. The elderly 
person’s gait, with its lower ground 
clearance (similar to the gait in a_ per- 
son with disease of the brain nuclei) , 
increases his liability to trip and fall. 
Of course, little children also fall often, 
but their falls are not usually serious in 
result. 

The other main cause of falls is any 
excessive strain on postural skill, espe- 
cially the act of reaching up, with the 
head thrown back. Another type of fall, 
a sudden collapse during standing or 
walking, is “undoubtedly due to a com- 
plete cutting off of all the stream of pos- 
tural impulses flowing from the brain.” 
Sheldon — therefore that the 
brain nuclei begin to lose their function 
quite clearly. 


suggests 


In the tendency of the old to trip and 
fall, a sex difference turned up. By age 
80 only 40 per cent of men but 75 per 
cent of women have suffered from verti- 
go. About 90 per cent of elderly women 
and 65 per cent of men have trouble 
getting around in the dark; evidently 
they cannot coordinate the information 
from the labyrinth with that from the 
eyes, which with age “steadily become 
more independent of the kind of infor- 
mation coming from inside the body.” 
Other observers attribute this difficulty 
to arteriosclerosis. 

Slowness of reaction time, part of the 
same process as the decline of postural 
skill, accounts in Sheldon’s opinion for 
many pedestrian accidents; the elderly 
person’s decision as to oncoming: traffic 
is already obsolete by the time he starts 
across the street. Vertigo and falls may 
go together and have “a particular fe- 
male incidence,” although Sheldon notes 
that young girls have much better coor- 
dination than do boys, and much less 
dizziness. 

In his wide clinical experience, Free- 
man finds that better-postured persons 


have better health and live longer than 
do poor-postured ones.'* In older per- 
sons, shifts in blood volume, dilated vas- 
cular tree, and reduced vessel elasticity 
are reflected in the motor agitative fea- 
tures of cerebral anoxia—findings too 
often interpreted as a primary cerebral 
impairment instead of a generally com- 
pensated state of chronic brain syn- 
drome unmasked, for a time, by a tem- 
porary physiologic inadequacy. 

The Kallmann studies on twins mark 
genetic factors at the base of some indi- 
vidual differences in aging.!® All meas- 
urable similarities between aging identi- 
cal twins, even those raised apart, are 
consistently greater than are those be- 
tween fraternal twins and between other 
siblings; they include physical and men- 
tal signs of aging, type of intellectual 
performance, with its rate of decline, 
and social adjustment. Hence the need 
for an individual approach to these 
problems in the elderly. In the total 
number of both identical and fraternal 
elderly twins, the women outnumber the 
men as expected. The biologic factors 
considered most favorable to aging are 
healthy, longevous parents and good use 
of one’s genetic potentials for health and 
emotional adjustment before senescence. 

Psychologie Changes 
Very little is known regarding the actual 
changes in personality and mind in the 
old. Cultural comparisons are difficult. 
Elderly persons in the societies that hon- 
or the old are said to keep their abilities 
practically intact and to have no mental 
illness. However, Mayer-Gross and co- 
writers consider that these elderly per- 
sons comprise the relatively few healthy, 
resilient survivors in their societies and 
therefore cannot be easily compared 
with the aged in Western urban com- 
munities.!9 

One of the few attempts to measure 
personality changes with age was a 
Rorschach study made by Ames and co- 
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workers on 200 reasonably healthy sub- 
jects (140 women and 60 men) aged 70 
to 100 years, only 8 of whom proved to 
be available for retesting after two 
years.” In general, the aged normal 
subjects were within normal limits, with 
some persons having extremely well in- 
tegrated personalities. The presenile 
subjects tended to follow test sugges- 
tions less well and to be forgetful and 
garrulous, using the examiner as an au- 
dience. The senile subjects’ responses 
were as a rule “extremely restricted, 
underproductive, stereotyped, intellectu- 
ally and emotionally impoverished, un- 
critical, and insecure.” The subjects had 
to be interrupted and reminded to re- 
sume the test. 

A few sex differences were noted. The 
women’s responses were more practical 
and detailed, with the subjects more 
emotional and creative and more con- 
cerned with themselves and their bodily 
processes; the men took a more intel- 
lectural, generalizing approach, with 
more accurate perceptions and greater 
interest in others. 

The problem of determining mental 
and personality changes is complicated 
by the fact that comparisons of mental 
tests, for example, in persons of all ages 
usually do not allow for widely different 
kinds of education. Mental tests given in 
both World Wars showed for adults a 
very similar positive correlation between 
the highest grade reached in school and 
the measure of intelligence. 

Longitudinal studies have some ad- 
vantages over cross-testing in that they 
follow the same persons over a period 
of time.?! Two noteworthy studies, one 
by Owens”? and the other by Bayley and 
Oden,?* describe intellectual function, 
through age 50, in persons of superior 
intelligence. To summarize these find- 
ings—the Owens study showed a signif- 
icantly increased total Alpha score on 
the Army Alpha Form 6 test and no sig- 
nificant decreases in any subtest in 127 
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men tested on their college entrance in 
1919 and retested in 1949, a thirty-year 
interval. Similarly, Bayley and Oden 
found that the type of intelligence tested 
by the Concept Mastery Score continued 
to increase from age 20 through 50 in 
768 persons followed since the 1921-23 
Terman study of gifted children and in 
355 spouses. 

Jones reported on a group of 80 fairly 
well educated persons, now about 33, 
recently retested by the Terman Group 
Test, and representative of the 200 who 
from ages 10 to 18 had been given 10 
tests (5 were the Terman Group Test) 
between the fifth and twelfth grades in 
the Oakland, California, public school 
system.*4 More than half the men were 
college graduates. In the sixteen-year 
period, the group gained about twelve 
to thirteen months on the test scores—a 
gain which may have been gradual or 
may have held since age 20. A small sex 
difference favored the men in 2 of the 
10 subtests that involve problem solving 
—the arithmetic and the number series, 
wherein the women had small average 
losses and the men, negligible gains. 
Both men and women made more than 
half their net gains in 2 subtests on vo- 
cabulary; similar results are reported 
for people in the fifties and sixties, who 
keep or improve their scores in vocabu- 
lary and information. Wechsler’s pre- 
liminary report also shows little if any 
decline on verbal tests in people in the 
fifth decade or even beyond, but a con- 
stant decline on the speed-performance 
measures. 

Lorge believes that middle-aged or eld- 
erly persons can learn the same things 
they could have learned in the teens or 
twenties, allowing for reduced speed and 
sensory acuity. The British study of 
Goulds and Raven on long staying em- 
ployees in a public utility company il- 
luminates this topic. In the top groups, 
the vocabulary score rose with age and 
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ment in the sixties; it held in the middle 
occupational group but dropped in the 
unskilled group. In all three groups the 
performance test went down with age, 
and was lowest in the unskilled group.?° 

A few comparative results for persons 
beyond age 60 are available. Kallmann 
and co-workers in 1947 began a study 
of the intellectual functions of 300 se- 
nescent twins.26 These 150 like-sexed 
pairs were healthy, testable persons liv- 
ing at home, whose homes were within 
a certain radius. They were selected 
from a New York state sample of about 
2,000 white, native-born twins over age 
60, whom they represented in distribu- 
tion of sex (the preponderance of fe- 
male pairs accorded with statistical ex- 
pectation) and proportion of identical 
to fraternal pairs. 

Three rounds of a 6-test psychometric 
battery, all but 2 from the Wechsler- 
Bellevue test, were given within an 
eight-year period: one in 1947-48, the 
same battery a year later, 1948-49, and 
the third in 1955. The test group quickly 
shrank from 150 to 127 pairs at the first 
test round, 62 at the second, and 36 at 
the third. The 36 pairs of the final sam- 
ple were composed of 26 identical and 
10 fraternal pairs, 21 female and 15 
male, with an average age of 7414 years. 
At the time of the report the age range 
was 68 to 87 years. 

Compared with the test results of the 
first round, the mean retest scores for 
the same subjects declined on all tests, 
significantly so on 3 performance tests. 
But when scaled scores were made from 
the raw scores of the 4 Wechsler- 
Bellevue subtests, “the mean scores of 
the retest series are found to be consist- 
ently higher than those of the standard- 
ization group.” Moreover, the rate of de- 
cline over the eight-year interval was 
“smaller than that inferred from cross- 
sectional studies.” Within the group, in- 
dividuals varied considerably, some 
making either the same or a higher score 


than earlier. The tests gave no signifi- 
cant differences between the sexes. 

Intelligence may be linked with sur- 
vival. Compared with the original total 
test population, “the retest series of sur- 
vivors achieved higher mean scores on 
all original tests.’ The differences, 
though small, “may reflect a measurable 
degree of selectivity with respect to bi- 
ological survival values.” On 4 tests the 
deceased group had lower (though not 
significantly) mean scores than did the 
survivors. These differences, which need 
to be confirmed, may point to the fact 
that those in the superior test group live 
longer than do the others. 

In the comparisons between twin 
pairs, the identical pairs had test scores 
with consistently smaller mean intrapair 
differences than did the fraternal pairs 
on all 3 test rounds. This points to ge- 
netic factors as a cause of measurable 
variations in intellectual functions and 
their decline, a fact “clearly demonstra- 
ble during the period of senescence.” 

Clay’s comparative studies on British 
subjects in the twenties to seventies 
showed that the greater the complexity 
of task items and the greater the load 
on short-term memory, the poorer were 
the test performances of the elderly.** 
The aged stopped their tasks because of 
confusion and inability to make correc- 
tions, rather than for lack of motivation. 
Clay compares these results with those 
of Lashley’s maze-learning tests on rats 
with varying amounts of brain lesion, 
especially the increase in errors with the 
increase in the animal’s age and the dif- 
ficulty of the task. These comparisons 
suggest a possible relationship in human 
beings between loss of brain cells in old 
age, impairment of short-term memory, 
and decreases in test performance. 

Other analogies to human intellectual 
functions can be drawn, again from ex- 
perimental studies on aging rats.*° For 
example, some subjects in each test 
group learned and recalled mazes within 
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the normal limits of 
whereas others of the same age and 
training could neither learn a new maze 
nor recall or relearn an old one. No 


younger rats, 


biologic signs differentiated them—old 
looking, thin, weak rats recalled a maze 
perfectly to the day of death, while 
other, seemingly healthy ones could not 
do so. 

A few longitudinal studies have been 
made on animals. Actuarial data now 
exist for some laboratory rats and mice 
and other small rodents, according to 
Comfort.2° According to Shock,?° Wis- 
consin University workers have set up a 
long-term study on the effects of radia- 
tion in a group of monkeys, and the ef- 
fects of normal aging can be observed in 
the control group. 

From the evidence thus far collected, 
Shock considers that human intellectual 
capacity increases up to age 35 or 40, 
and thereafter the impairment with age 
is greater in the less rather than in the 
more intelligent. With age, performance 
decreases more in new than in well- 
practiced tasks, and previously learned 
material may interfere with new learn- 
ing. 

In general, new psychologic tests for 
measuring age changes should be de- 
vised and standardized. One difficulty is 
the rapid decreases in numbers—for ex- 
ample, from 300 to 72 persons in eight 
vears, in a Kallmann study, and from 
200 to 8 subjects in two years, in the 
Ames study. Another difficulty is that, in 
longitudinal tests, repeating the same 
ests means a possible confusion between 
effects of aging and improvements due 
to learning, which thereby impugns the 
validity of longitudinal researches using 
intelligence tests, according to Heim and 


Wallace.*! 


Sexual Life 


Elderly persons are often expected to 
have no sexual needs. Although the sex 
drives change with age, they do not dis- 
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appear. Comments in a recent editorial, 
“The Sex Life of the Aging Individual, 
are pertinent.*? The second Kinsey vol- 
ume pointed up the differences between 
male and female in sex desires and ca- 
pacities. Whereas most men by age 40 
have markedly decreased sexual capacity 
and a considerable number by age 65 
may be impotent, women retain more 
or less their full capacity into the fifties 
and sixties. This may pose a difficult 
problem, especially for women, about 
half of whom are widows by age 65, and 
the rest of whom are either single or 
married to husbands with less sexual 
drive and capacity than their wives. 

Some writers, Stokes for example, 
have suggested that a franker attitude 
toward sexual enjoyment in maturity 
would prolong male functional potency 
and vigor and stave off the depressions 
and hostile behavior that often develop 
in eged, impotent men. Other reports, as 
in case histories, emphasize that  well- 
adjusted elderly persons still have and 
enjoy a certain amount of sex life. 

Peck states that the powers of phy- 
sique and active sex belong biologically 
and socially to the first half of life, and 
therefore, biologically, older people 
may feel many other drives more strong- 
ly than the sex drives.** Those who feel 
especially frustrated by waning sexual 
potency are still trying to work out their 
unfulfilled needs from an earlier age. 
They view the climacteric as a tragedy 
because they still value themselves by 
their sexual powers. 

Those people age most successfully 
who view the sexual climacteric as a 
crossroads to new kinds of value that 
Peck terms socializing versus sexualiz- 
ing. These values consist of useful skills, 
to be gained only by a certain amount 
of life experience. A comparison of the 
role of sex activity in early and later life 
points up its primary importance in the 
years of courtship, marriage, and child- 
rearing and its lesser role therealter. 
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This is not to say that sexual activity 
has no value or importance in old age 
or that the elderly person must renounce 
it, but only that the elderly person can- 
not expect to attain various sexual satis- 
factions he has missed or feels he has 
missed in earlier life. Indeed, Peck 
would construct and use developmental 
rather than age criteria for the study ol 
stages In later life, somewhat along the 
lines of the present Kansas City study 
of middle and old age, with the aim of 
rating the individual’s success in master- 
ing the various steps in life, from “Wis- 
dom versus Physique, through Ego 
Transcendence.’*+ 

In her study of a series of old persons, 
“potential centenarians,’ Dunbar found 
that 98 per cent had been married, 30 
per cent more than once, and the record 
of divorce was low. They enjoyed being 
married and contrived to make marriage 
into “a healthy state of living.” If a 
spouse died they married again, even in 
the nineties.*° 


Work 


Very little concise material has been 
gathered regarding problems of work 
for the aged. The industrial test meas- 
urements of intelligence, guidance, 
placement, and performance have most- 
ly been standardized on young workers. 
These penalize older persons in regard 
to their education, test ‘“wiseness’” and 
anxiety, speed of reaction, visual and 
auditory acuity, cultural background, 
and so on, as compared to younger 
workers. 

Such tests do not test actual job per- 
formance, in Odell’s opinion.*6 He re- 
ports that a recent chance test throws 
some light on the problem. An employer 
of toy assemblers who wished to contin- 
ue his plan of hiring older persons re- 
quested a scale of test selection stand- 
ards. Analyses of the data available on 
65 workers, about half of them over 45, 
who used small hand tools or small 


power tools and presses in assembling, 
showed no significant differences in job 
performance in these workers. The two 
groups differed significantly, however, 
on 7 mean scores of the USES Generai 
Aptitude Test Battery, and were similar 
only on 3 tests (General Intelligence, 
Verbal Facility, and Numerical Ability) . 
‘Test norms based on the older worker 
group failed to screen out the younger 
groups, and vice versa. Odell therefore 
considers that separate norms need to 
be constructed for older workers. 
Emphasizing the need for suitable 
tests and evaluations of men’s and wom- 
en’s actual industrial production at dif- 
ferent age levels, Brozek would set up 
miniature work situations, to bridge the 
gap between laboratory tests and actual 
job performance. Middle-aged and elder- 
ly persons may often hesitate to take 
tests and participate in theoretical stud- 
ies that do not allow for their experi- 
enced judgement or the compensations 
they develop in job performance.*7 


Economic Status 


A study by Steiner and Dorfman,** 
poses some of the socioeconomic prob- 
lems involved in the excess of elderly 
women, a disproportion slated to. in- 
crease strikingly in the next few dec- 
ades. Marital status, for example: In 
April 1952, only 35 per cent of women 
over age 65 lived with their husbands, 
as compared with 74 per cent of women 
aged 20 to 65 who did so. From ages 20 
to 65 years, 78 per cent of men lived 
with their ‘wives as compared with only 
66 per cent over 65 who did so. That is, 
so-called unrelated females, those living 
alone, made up the largest single group 
in the aged population. In the immediate 
future, only about one-third of the wom- 
en over 65, compared with two-thirds of 
the men, will be married persons, again 
a disparity slated to increase greatly in 
another fifty years. Soon the majority 
of persons over age 65 will be lone fe- 
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males (many of them widows) , in a bad 
economic position because they lack em- 
ployable skills. The authors note that 
most women past age 40 find it hard to 
get a job. 

For older men, retirement is the great 
problem, often with poor health and ob- 
solescent skills the main factors. Con- 
tinuous education rather than re-educa- 
tion is now considered the better way to 
mitigate the difficulties connected with 
the obsolescence of skills. 


Health 


The question of health is an impor- 
tant one. There is the common statement 
that many men die very soon after re- 
tirement and that the arbitrary retire- 
ment hastens the man’s death. The fact 
is that ill health forces some men to re- 
tire who in any event would die soon. 
Brown and co-workers recently reported 
on a detailed medical examination of 
1,062 Birmingham men (458 above age 
65) representative of the male popula- 
tion aged 60 to 69, at a time of full em- 
ployment.®® In brief, 5 in every 4 men 
were still working full time in the sixty- 
sixth year, and | in 2 in the seventieth 
year, with financial need the main cause 
for continuance at work. In the age 
group 65 to 69, unfitness for work was 
sharply related to social class (rated 
Class I-V, top to bottom)—that is, about 
| in 10 in the 2 top classes, compared to 
1 in 5 in the 2 lowest classes, and an 
even higher proportion in these classes 
if fitness for the man’s original work 
was assessed. These British authors 
question whether a pension age of 65 is 
realistic when “at least 3 in every 4 men 
work beyond it” if they need to and can 
get work, “and 9 out of 10 are physical- 
ly capable of doing so.” 

We might also question the present 
emphasis, in the literature, on the plan- 
ning for retirement and the need for 
hobbies, travel, avocations, and club so- 
ciality. Such activities, in Barron’s opin- 
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ion,*? may well represent a typical bour- 
geois norm, in their appeal to middle- 
class rather than to lower-class people. 
Some foreign-born and semiskilled per- 
sons look on hobbies as made-work or 
childish play; indeed, the idea of pre- 
paring and planning for various life pe- 
riods belongs more to middle-class than 
to industrial class psychology. Among 
older people, the working classes out- 
number the higher social classes. Some 
evidence on the operation of the four- 
day work week shows that many indus- 
trial workers did not use the leisure for 
an avocation but quickly took up a sec- 
ond job. 

People react to aging according to the 
norms of their social group, according 
to Riesman.** The aged constitute no 
homogeneous group in such important 
problems as widowhood, illness, obso- 
lescence of skills, and retirement. Nor 
have attempts so far been made “to 
bridge the organic, psychological, and 


” 


social aspects of aging. 
Exercise 
Authorities agree on the lack of informa- 
tion about exercise and hard work as an 
aid to physical mental fitness through- 
out life. White considers exercise bene- 
ficial for aging persons, though admit- 
ting that a very small number need al- 
most no exercise.4! Maintenance of good 
muscle tone by exercise helps to keep 
blood vessels elastic and thus aids the 
heart in the work of circulation. Exer- 
cise benefits digestion and controls obes- 
ity by increasing the metabolic require- 
ments. Not just fat here and there, but a 
few grams in the wrong places such as 
the important arteries cause the damage. 
Psychologically, exercise helps to drain 
off nervous tension and to promote men- 
tal concentration. Exercise is beneficial 
even in the presence of disease; in vari- 
ous heart diseases, except for the most 
severe cases, a careful program of regu- 
lar exercise “as in the President’s case,” 
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may both improve health and help re- 
tard “the further progress of increase of 
coronary atherosclerosis.” 

Bortz also recommends purposeful ac- 
tivity up to the limits of the person's 
physical and mental optimum as “the 
most potent factor in the fight against 
premature human deterioration.’*? Bro- 
zek states that physical exercise, without 
preventing the deposit of fat, “seems to 
retard or eliminate the atrophic changes 
noted in the process of aging.” 

According to a British study, heavy 
workers aged 45 to 64 had half the mor- 
talitv for coronary disease than did light 
workers and a study of Swedish workers 
indicated the same relationship between 
hard physical work and the low inci- 
dence of symptoms of coronary disease. 
However, there have also been examples 
to the contrary. Brozek notes that a clus- 
ter of factors, including nutrition, may 
operate in the upper social classes and 
that these and other occupational factors 
have not been at all carefully investi- 
gated 37 
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What Is Old Age? 

Simmons made an historical review of 
the attitudes and habits of 71 world- 
wide peoples regarding old age.** The 
recurring interests of the aged are 
summed up under 5 main heads: (1) to 
live as long as possible and still remain 
fairly efficient; (2) to safeguard waning 
energies; (3) to participate in some 
group affairs; (4) to preserve and even 
strengthen acquired skills; and (5) to 
withdraw, when necessity compels, “as 
honorably and comfortably” as possible. 
Metraux emphasized the evidence, in the 
Simmons studies, that very few single 
irregularities as to behavior, belief, and 
so on, in old age are “absolutely related 
to it.” That is, one’s ideas about old per- 
sons, their behavior and _ relationships, 
are largely man-made and learned from 
one’s society and can therefore be mod- 
ified through new learning. Metraux 
points out that in China not the young 
but the old scholars achieve originality, 
and this is expected of them. 
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and sensitive indicator of vitamin 

310 ‘deficiency and may be present in the absence of glossitis, weight 
me or gastrointestinal symptoms. Long-term observations on patients 
receiving marginal amounts of vitamin B,. shows that the hemopoetic 


function which 


Reduction in erythrocytosis depends on fairly massive doses of this 


vitamin, with a minimum of 0.5 to 1.0 pg 


necessary in the first two 


weeks to obtain a satisfactory response. In previously depleted patients 


with pernicious anemia, maintenance of maximal erythropoiesis re- 
quires daily utilization of from 0.5 to 2.0 pg., with the average dosage 
between 0.5 and 1.0 pg. In general, those patients who manifest a good 
response to low dosages require the smallest maintenance doses. How- 
ever, the mean corpuscular volume may never attain the expected 


range of normal. 


W. J. DARBY el a 
1958. 


1: Vitamin B,. 


requirement of adult man, Am, J. Med. 25: 


7296-7 739. 


MYELOMATOSIS must be considered in the differential diagnosis of all 


patients over 45 and particularly in men. 


The condition may develop 


in the general decline of old age, and serum protein may be abnormal 


in youngel 


groups long before symptoms develop. 
Although no single feature of disease is invariably found, 





pone pain with anemia is highly suspicious and warrants marrow “bi- 


Opsy. 


Kk lectroph« resis of serum is worthwhile, even if chemical frac- 
tionation is apparently normal, as.is electrophoretic ani 
urinary protein discovered, Radiogra 





lysis of any 


phy is performed | in all suspected 


cases, although results are often negative. 


F. Hi. SIMS: 


135-441, 1958. 
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Multiple myeloma and the dysproteinanemias, New Zealand M. J. 57: 
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Management of osteoporosis in 


the elderly patient. Part IT 


IRVIN STEIN, M.D., and 
MARTIN L. BELLER, M.D. 


PHILADELPHIA 


Treatment Regime 
Osteoporosis — of the postmenopausal, 
postclimacteric, and senile forms devel- 
ops over years, slowly and progressive- 
ly; the major cause is androgen and es- 
trogen deficiency. 

Balance study indicates maximum oe 
tention of approximately 0.5 gm. of cal- 
cium and 1 gm. of phosphorus per day.} 
This is associated with the storage of ap} 


“OVvimatelyv 5 > nitroven.>! / 
proximately 1.5 gm. of nitrogen.° / 


The adult weighing 70 kg. has a total 
of L160 gm. ¢ 
1,150 gm. in the skeleton; he has 670 
n. phosphorus in the body and 530 
n. in the skeleton. In severe osteoporo- 
sis, 500 to 600 gm. of calcium is left in 
the skeleton. Thus retention of 0.5 to 1 
gm. of calcium per day under optimal 
circumstance indicates a minimum of 
two to three years for remineralization 
of the skeleton. 


¢ 


oi) 


y 


*) 


Obviously, such slow progress is not 
manifest on the usual roentgen studies 
unless years elapse between examina- 
tions. Routine balance studies are com- 
plex and impractical, yet evaluation of 
minute changes in bone is essential. This 
can be accomplished simply by x-ray ex- 
amination of control bone areas such as 
the hands. The density of bone is read 
against a wedge standard by photo- 
electric means. 

As we have noted, this work is based 
upon wedge studies reported by Dr. 


Stein*® and originally developed through 
the guidance and inspiration of Drs. I. 
William Nachlas and Edwards A. Park 
of Baltimore. 


PRELIMINARY MEASURES 


These measures are carried out before 
treatment of osteoporosis is instituted. 
‘These are: 

1, Serum calcium, phosphorus, and al- 
kaline phosphatase tests are performed. 
An acid phosphatase test is done for 
males. 

2. The patient is placed upon a neu- 
tral ash, low-calcium diet as advocated 
by Albright and Reifenstein. This diet 
contains 0.137 gm. calcium per day and 
consists of the following:** 


Breakfast: 

Orange juice—1 small glass 

Cooked farina or rice—14 cup after cooking 

t Uneeda biscuits 

Oleomargarine 

3 strips of crisp bacon 

Coffee or tea 

Salt or sugar 

Lunch: 

Lean meat—medium sized serving 

Potato—1 of medium size 

White corn—l4, cup 

+t Uneeda biscuits 

Oleomargarine 

Applesauce—1l% cup, or 1 medium-sized 
apple 

Tea, salt and pepper, sugar 
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Supper: 
Chicken—1 medium serving 
Macaroni—l4 cup cooked 
Canned tomato—1l4 cup 
4 Uneeda biscuits 
Oleomargarine 
Banana—1| medium size 
lea or coffee 
Salt, pepper, sugar 

Use oleomargarine and sugar generously to 
keep up weight. Absolutely no butter, milk, 
cheese, or cream is allowed. This diet con- 
tains approximately 0.137 gm. calcium. Cau- 
tion must be exercised to avoid cereals and 
oleomargarine which have been fortified 
with additional calcium. 


9 


3. Lhree successive twenty-four-hour 
urine specimens are collected on elev- 
enth, twelfth, and thirteenth days. Cal- 
cium excretion is normally 100 mg. daily 
on this diet, and a reading of 150 mg. or 
more indicates excess calcium loss and 
infers a negative calcium balance. Each 
twenty-four-hour specimen is tested for 
creatinine excretion to make sure that 
the urine collection is complete on each 
day. 


ADMINISTRATION OF HORMONES 


The patient is then placed upon a mix- 


ture of androgens and estrogens to 
stimulate osteoid formation. This rep- 
resents large original stimulating doses 
maintenance 


doses. ‘The low-calcium diet is contin- 


rather than the smaller 


ued, and, after six days of androgen 
urine 
study is made as in step 3 above. This 
study 


and estrogen mixture, another 
includes calcium and creatinine 
determinations. 

Serum alkaline phosphatase is re- 
peated and this time will show eleva- 
tion because osteoid formation has been 
stimulated, while calcium and phospho- 
rus intake has been inadequate to per- 
mit calcification of the new osteoid. 
Failure of the alkaline phosphatase to 
rise is an indication for larger doses of 
estrogen and, in rare instances, the sub- 
stitution of parenteral for oral admin- 
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istration. Studies for differential diag- 
nosis, careful evaluation, and follow-up 
are done to avert complications that 
might otherwise arise. 


DIET DURING ACTIVE THERAPY 


The patient is placed upon a diet high 
in protein, calcium, phosphorus, vitamin 
C, and vitamin D, as follows: 


@ | qt. skimmed milk to which are added 
! oz. fat-free milk powder. For very thin 
patients, whole milk may be used unless one 
is concerned about increased lipid intake. 

@ meat or seafood—100 to 150 gm. daily 
(3 to 5 02.) 

@ fruit juices in generous quantity daily 
(4 to 8 072.) 

@ leafy green vegetables in generous serv- 
ings daily (1 cup or more). 

@ any other food as permitted by patient's 
condition. For example, modifications must 
be made in gout, obesity, and diabetes. 

@ multivitamin capsules—2 daily 

@ Drisdol—15 to 20 drops daily (3,750 to 
5,000 units of vitamin D). 


DOSAGES 


Major concentrations of androgenic and 
estrogenic hormones are given during 
the first month to combat symptoms 
more rapidly. Most acute symptoms will 
be relieved within this time; side effects 
are not apt to occur. ‘The important 
thing is to get the patient active as 
quickly as possible. In our experience, 
initial high dosages of androgenic and 
estrogenic hormones produce rapid _ el- 
fects. Side effects are minimized if the 
initial high dosages are reduced to 
maintenance levels within six weeks, to 
be continued over an indefinite period. 

Any of the following combinations of 
androgenic and estrogenic hormones may 
be used. 

@ Premarin, 1.25 mg., with methyltesto- 
sterone, 10 mg., 3 times daily for twenty- 
eight days. 

or 


@ ethinyl estradiol, .05 mg., with methyl 
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FIG. v. Position of hands and aluminum wedges upon x-ray casette, which 
is centered under the x-ray tube at constant 36-in. distance. 


testosterone, 10 mg., 3 times daily for twenty- 
eight days. 
or 
@ aqueous testosterone intramuscularly: 
daily for three days, then 
three times a week for one week, 


50 meg. 
50 mg. 
then 

50 mg. 


25 me. 


twice weekly for one week, then 
twice weekly for two weeks with 
ethinyl estradiol or Premarin (both oral) 

For women the dose is 1.25 mg. of Pre- 
marin 3 times daily for twenty-eight days or 
05 mg. of ethinyl estradiol 3 times daily for 
twenty-eight days. 

For men the dose of estrogen is given 
once or twice daily with the above testo- 
sterone intake, since the greater 
estrogens is somewhat feminizing. The great- 
er dose of estrogens given to women reduces 
the excess masculinizing effect of androgens. 
or 


dose of 


@ Deladumone, | cc. 
one month. Each cc. 


twice weekly for 
contains 90 mg. testo- 


sterone enanthate and 4 mg. estradiol val- 
erate in sesame oil. 

This is the regime for initial treat- 
ment, to be continued for the first 
month. 


BONE DENSITY STUDIES 


At the onset of treatment, x-ray studies 
of hands with a wedge standard or 
standards are made in the posteroante- 
rior view with the wedge usually in the 
center of an 8 by 10 or 10 by 12 film, 
as required (figure V). Sample areas of 
bone are plotted on a graph against the 
curve obtained from the graduated 
wedge, and the regime outlined above 
is begun (figure VI). 

Within a month, the patient on such 
high hormone dosage and the recom- 
mended diet, high in protein, phospho- 
rus, calcium, vitamin D, and vitamin C, 
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FIG. VI. Photoelectric scanning of x-ray film for wedge step readings and 
for specific bone areas. The film is moved, rather than the photoelectric 


cell, so that all readings are made over the same area of the light source. 


Present refinements include a double photoelectric cell to monitor varia- 


tion in light source and a mechanical arrangement for reading the step 


wedges and bone arcas. 


should show material improvement and 
obtain relief from acute disabling symp- 
toms. This regime allows the patient 
greater activity, thus stimulating bone 
development by means of physiologic 
stress. Wedge studies of the hand are 
repeated at the end of the first month’s 
treatment, and the graphs of the bones 
against the wedges are plotted. Com- 
parison of the graphs of these serial ex- 
aminations will usually show improve- 
ment in bone density. At this point, it is 
our practice to reduce the hormone dose 
to one-third to one-fourth of the orig- 
inal massive dose. One month or, pref- 
erably, six weeks later, wedge studies of 
the hands are repeated and the graphs 
read in relation to those preceding. The 
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same degree of improvement is not ex- 
pected at this time, but, if no measurable 
loss or decrease of bone density is dem- 
onstrated, the hormonal dose is contin- 
ued at the smaller level. Although pel- 
lets are convenient, their long action 
makes regulation difficult. We believe 
that their prime value is in giving a 
maintenance level once this value has 
been established by use of oral or par- 
enteral preparations. 

Balance studies have clearly shown 
that retention of calcium, phosphorus, 
and nitrogen does occur upon. satisfac- 
tory intake of androgens and_ estro- 


gens.°5, 





Estrogen-produced calcium and _ phos- 
phorus retention is shown by a fall in 
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fecal and urinary calcium and phospho- 
rus. In the postmenopausal group, se- 
rum phosphorus, when elevated, tends 
to return to normal levels. Androgens 
produce similar changes in regard to 
calcium and phosphorus, but there is a 
longer lag period. The calcium and 
phosphorus retention is established 
slowly. In contrast to estrogens, where 
the protein effect is minimal, androgens 
produce a noticeable drop in urinary ni- 
trogen, indicating nitrogen retention. 
The combined effect of androgens and 
estrogens upon calcium metabolism was 
ereater than the effect of either andro- 
gen or estrogen alone. 


OTHER THERAPEUTIC MEASURES 


In addition to the biochemical manage- 
ment outlined above, the severely oste- 
oporotic patient requires management 
of other phases of his disease, including 
use of sedation, analgesics, 
therapy, and proper support. 

At times, a decrease in actual bone 
density will be observed on this wedge 
study following the reduced intake of 
hormones. If such a decrease is noted, 
the reduced level of hormone intake is 
obviously inadequate. In this event, the 
dose is raised to approximately one- 
half of the initial massive intake. 

Wedge studies are carried out each 
two months thereafter and the dose of 
hormones is varied according to the ef- 
fect upon bone structure, so that the 
minimum hormone intake compatible 
with maintaining or slightly improving 
bone density is continued. 

The patient is kept indefinitely on the 
high protein, high phosphorus, high cal- 
cium, high vitamin D and vitamin C in- 
take. If achlorhydria appears, hydro. 
chloric acid may be added. : 

In women, there may be excess mas- 
culinizing effect from Deladumone. If 
this should occur, doses of Deladumone 
may be alternated with Dalenhigen 
which contains 10 mg. of estradiol val- 


physical ‘ 


erate per cubic centimeter. In men, if 
feminizing effects are observed from 
Deladumone, it may be alternated with 
Delatestryl, which contains 200 mg. of 
testosterone enanthate per cubic centi- 
meter. Other depot preparations are 
available and may be used. 

Androgens and estrogens may be giv- 
en as pellets.°* It must be remembered 
that indiyidual_patients may require 
doses_in_excess of those recommended 
in the literature. ii a 

Sedation, particularly in the form of 
tranquilizers, is used to reduce appre- 
hension, which is a common finding. In 
the older person, meprobamate, 200 mg. 
two to four times daily, is of value. Phe- 
nobarbital is also useful, as are the 
phenothiazine derivatives, such as Spa- 
rine or Thorazine, in small dosages. 





Analgesics are used, with accent upon 
salicylates. When necessary, dosages can 
be as much as 3 gm. of aspirin daily in 
divided doses. When pain is severe, co- 
deine, in doses of 8 to 32 mg. every two 
to four hours, may be necessary. Re- 
cently, dextro propoxyphene (Darvon), 
in 32-mg. doses 3 to 4 times daily, has 
been used. The stronger narcotics are 
avoided because of the danger of addic- 
tion. In our experience, relief from: se- 
vere symptoms of osteoporosis occurs 
within three to six weeks of therapy. 
We then find little need for further an- 
algesics. If pain still continues, one must 
look for another cause than osteoporosis. 

Physical therapy, in the form of in- 
frared, short-wave diathermy, radar, or 
ultrasound, is of value. Of course the 
heat should not be excessive in degree 
or duration for the older person. Much 
relief may be obtained at home by the 
use of hot_fomentations, heating pads, 
infrared lamps, hot water bottles, and 
warm baths. Here again, the physician 
must caution the patient about the pos- 
sibility of burns, enervation, and even 
collapse from too much heat given for 
too long a period. 
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Moderate, kneading massage is most 
helpful for the painful areas, following 
preliminary heat. Heavy massage should 
never be administered, as this causes 
more pain and discomfort to these sus- 
ceptible individuals than did the origi- 
nal condition. 

Weight reduction is desirable in the 
obese_patient. Exercise and activity to 
the point of tolerance are most impor- 
tant. Effort to graduate and increase _ac- 
tivity is essential, particularly in_previ- 
ously bedfast individuals or in those 
with fracture. 

Of prime importance are the proper 
support and_ bracing of parts. most af- 
fected by the disease. In most persons, 
the major complaints involve the spine. 
The girdlelike, severe, burning, cramp- 
ing pain is such that activity, even the 
minimal movement of turning in bed, is 
most difficult. For these patients we rec- 
ommend a firm_bed, consisting of a good 
mattress and a hed board made from 
l4-in. plywood, in the same length and 
width as the bed. 

If the major findings are in the lum- 
bar spine, we use a Knight or_cage spi- 
nal brace, which grips the pelvis with a 
metal pelvic band and has two back up- 
rights, two side uprights, and a thoracic 
band. The brace must be high enough to 
reach within 11 inches of the inferior 
angles of the scapulae with the patient 
erect. Upward riding is controlled with 
garter hooks or perineal straps. Half- 
corset inserts, attached to the abdominal 
apron front, control downward_riding; 
well-fitted, full-corset inserts may also 








be used. These inserts. accomplish con- 
trol by firmly grasping the iliac crest. 


REFI 
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1932. 


180 Geriatrics, March 1959 





In most cases, the best support for the 
abdomen is an abdominal apron, at- 
tached to the cage and corset part of the 
brace by several horizontal tapes. 

For ambulation, if there is vertebral 
collapse in the dorsal as well as the lum- 
bar spine, we use a Knight spinal brace 
with a Taylor extension and shoulder 
straps. The straps will pull more com- 
fortably if they are attached to axillary 
crutch extensions. “Che “Taylor—brace 
alone is ineffective and merely hangs 
upon, but does not support, the patient's 
spine. 

Proper support is accompanied by 
biochemical and symptomatic manage- 
ment until a large measure of relief is 
obtained. In the beginning, support may 
be required night and day. Later, as im- 
provement occurs, a firm _bed_may_sufhice 
for night support. Still later, sufficient 
improvement may allow the use of a 
simpler, less rigid corset or canvas sup- 
ports. As_soon_as the major complaints 
are_controlled we prefer to stress activ- 
ity and to minimize or even eliminate 
support. 

Individuals on_ this regime must_un- 
derstand the need for patience. They 
must be warned of untoward side el- 
fects, and, when these occur, the dosage 
of the hormone at fault must be re- 
duced. 

If the patient is bedfast, every effort 
must be made to encourage physical ac- 
tivity. In addition, large amounts_of flu- 
ids must be given to_circumyent forma- 
tion of kidney stones. s 

Excellent results, with improvement 
of bone structure and muscle tone, may 
be expected. 
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Release program for geriatric patients 


at a state mental hospital 


LOUIS E. MOODY 


NORFOLK, NEBRASKA 


@ The release of geriatric patients from 
a state mental hospital involves many 
factors other than their mental or physi- 
cal condition. 

In our initial experience with the re- 
lease program at the Norfolk State Hos- 


pital, it appeared that the shortage of 


nursing homes in the majority of com- 
munities was a primary deterrent to the 
release of many patients. However, after 
several months, we found that our chief 
problem was not shortage of nursing 
homes but reluctance on the part of 
county welfare departments and _rela- 
tives of patients to use community re- 
sources other than state hospitalization. 
The plea that there was a shortage of 
nursing homes was a rationalization for 
the inaction on the part of the county 
agencies and relatives to accept the hos- 
pital staff's recommendation for release. 

As the program moved forward, it 
was found that nursing home adminis- 
trators, instead of being reluctant to ac- 
cept patients as guests in their homes, 
actively sought placement of patients. 
The cry that the homes would be filled 
and that the program would have to be 
discontinued was only another expres- 
sion of the “leave things as they are” 
attitude that was prevalent. 

Since its inception at the Norfolk 
State Hospital in 1955, the program has 
been instrumental in the release of more 


LOUIS E. MOODY is director of social service at 
the Norfolk State Hospital. 
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A release program, which had to cope 
with such problems as the reluctance 
of county welfare departments and pa- 
tients’ relatives to accept such a plan, 
resulted in the separation of more 
than 450 geriatric patients from Novr- 
folk State Hospital. Individual case- 
work and orientation programs were 
important factors in preparing pa- 
tients for release. 


than 450 patients who would probably 
have remained in the hospital for life. 

Numerous new nursing homes have 
opened their doors, and none of those 
in which patients have been placed has 
gone out of business. Nursing home ad- 
ministrators have repeatedly expressed 
preference for these ex-patients as guests 
in their homes as they have found them 
more capable of accepting and adjusting 
to the nursing home routine than those 
who had not been previously hospital- 
ized.! These patients have learned to live 
together and apparently share more 
readily in the community activities 
which are available to them. For in- 
stance, after eighteen years of hospital- 
ization, one 73-year-old ex-patient, liv- 
ing at a nursing home, won a prize at a 
nearby roller rink where he has been a 
regular skater for approximately a year. 


Resistance to Release 


Although we have felt, as the program 
develops, that “nothing succeeds like 


SU 
al 
st 
Us 


di 


oO! 


al 


success,” it is also true that the resist- 
ance of relatives and county agencies is 
still with us. Relatives or neighbors are 
usually willing to accept the recommen- 
dation of a physician that a patient 
needs continued hospitalization, yet fre- 
quently reject a staff recommendation 
that a patient be released for care with 
a relative or for placement in an adult 
nursing home. Certainly this reluctance 
and unwillingness to provide an oppor- 
tunity for a trial visit and convalescent 
leave for patients who have shown del- 
inite signs of improvement or whose 
mental illness is in remission contributes 
to overcrowding in state hospitals. 

It is a continuing factor that relatives 
of each patient recommended for re- 
lease must be helped to accept the desir- 
ability of release and supervised care 
other than hospitalization. In a few in- 
stances, relatives will show resistance 
because they feel recommendation for 
release indicates that the hospital can do 
no more for the patient and that they 
must give up the hope that he will ever 
fully recover. Other relatives feel that 
the patient receives better care in a hos- 
pital than he would in a nursing home 
and that, if he were once released, he 
could not be readmitted. However, when 
they understand that the patient may be 
returned from convalescent leave if he is 
unable to make a satisfactory nursing 
home adjustment, they are more readily 
able to accept a release. Also, some rela- 
tives are afraid they might be required 
or expected to pay the cost of mainte- 
nance in nursing homes, although they 
usually have not contributed to the cost 
of hospital care. Sometimes, of course, 
they are expected to contribute toward 
the cost of nursing home care, but usu- 
ally this is only to supplement public 
assistance programs which are available. 
If found unable to contribute, they are 
not required to participate in the pay- 
ment plan. Once these factors are under- 
stood by relatives, they usually are will- 


ing to either participate fully in release 
plans or accept with reluctance the rec- 
ommendation of the staff so the county 
can proceed. 

The reluctance of some county wel- 
fare administrations to work with the 
hospital in planning for releases means 
that patients from some counties may be 
referred only a very short time before 
placement, while those referred to other 
counties may remain in the hospital for 
months and even more than a year after 
the recommendation for release has 
been made by the hospital staff. 

However, an increasing number of 
county agencies are accepting the plan 
and offering further assistance in working 
with the relatives of patients. Unlike rel- 
atives, whose attitudes vary in each case, 
the county agencies who have accepted 
the plan maintain a consistent attitude 
toward release. The participation of 
these agencies in release planning in 
general is our hope and our inspiration. 


Preparation for Successful 
Adjustment 


We have found that those patients who 
have made satisfactory hospital adjust- 
ments usually have also made the best 
adjustment upon release for nursing 
home placement.! 

Most patients are quite content to re- 
main in the hospital, having become “in- 
stitutionalized.” They have many fears 
about leaving the security of the hospi- 
tal, their only home for many years in 
most instances, and going to a nursing 
home. Individual casework as well as 
participation in orientation groups has 
helped patients approved for release to 
accept a change in their environment. 
Many who do not at first express an in- 
terest in leaving become eager to par- 
ticipate in release plans once they accept 
the possibility of leaving the hospital. 
Often they have to be encouraged to 
give the new living arrangement a trial 
with the assurance that they may return 
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to the hospital after a few days or weeks 
if they do not like living in a nursing 
home. 

Participation in group discussion with 
other patients approved for release helps 
them to express their fears and to under- 
stand that their need is for physical care 
rather than continued psychiatric hos- 
pitalization. 

Although approximately ten per cent 
of the patients placed in nursing homes 
were returned to the hospital, many of 
these patients have made successful ad- 
justment upon a second placement and 
a few after a third placement. However, 
second and third placements are still 
dificult to obtain, as a few welfare de- 
partments feel that if one opportunity 
for adjustment in a nursing home is 
given, no further opportunity should be 
considered. 

The increasing use of tranquilizing 
medications has proved helpful to the 
patients in maintaining an adjustment 
upon release for placement. Many pa- 
tients are stabilized with the help of a 
tranquilizer before release, continuing 
the medication upon placement in a 
nursing home. Others are given a tran- 
quilizer for a short time to help them 
accept the change in their living situa- 
tion. Stull others, if upset after release 
and nursing home placement, are also 
given a tranquilizer. In some instances, 
this has averted return of the patient to 
the hospital. 

All of these factors as well as other 





programs within the hospital itself have 
played a definite part in the decrease of 
the patient population at the Norfolk 
State Hospital. 


Discussion 
The program has enabled the hospital to 
accept transfer of patients from other 
more crowded hospitals within the state 
and to maintain vacancies so that no pa- 
tient in the area served by the hospital 
is denied admission for lack of room. It 
has also made it possible for patients to 
live out their lives in their home com- 
munities and enabled others to return to 
their homes after families have seen that 
they did not need psychiatric care. In 
some cases, in which grandchildren had 
actually been told that the hospitalized 
grandparent was dead, the old person 
was returned to successful living in his 
home community. 

The program has brought us many 
moments of satisfaction, and, although 
aware of frustrations and lack of the 
acceptance of the program in_ specific 
instances, we look forward to expanding 
services to truly meet the needs of our 
geriatric patients and to give them a 
fuller, more expressive life during their 
remaining years. 
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rRAUMATIC and inflammatory arthralgias in a group of middle-aged 
and elderly patients were effectively treated with prednisone or pred- 
nisolone augmented with a tranquilizer. When fear and anxiety ex- 
aggerated the primary disability, the optimal dosage of 2.5 mg. of 
Meticorten or Meticortelone and 2 mg. of perphenazine (Trilafon) 
three or four times a day hastened recovery. The only side effect was 
drowsiness, which occurred in some patients who were given relatively 


large doses of the actaractic agent. 


E. SETTEL: Treatment of acute and chronic arthralgias with a tranquilizing agent 
(Trilafon) in addition to prednisone or prednisolone. J. Am. Geriatrics Soc. 6: 
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Posthospital social planning for 


geriatric mental patients 


JEROME KAPLAN 


MANSFIELD, OHIO 


Social rehabilitation is a synthesis of 
individual skills and teamwork. It is in- 
timately related to medical diagnosis 
and treatment, educational guidance 
and training, and social prognosis. It 
cuts across the interdepartmental gov- 
ernment, the intradepartmental institu- 
tion, and the various private and public 
resources within a community. Each of 
these structures can be utilized effective- 
ly if its members learn how to commu- 
nicate with one another and accept ap- 
propriate responsibilities. For example, 
one study concluded that the chronic 
mental hospital patient has few social 
resources which encourage him to re- 
turn to community life and help him to 
do so.! Awareness of this and other so- 
cial factors may facilitate the manage- 
ment of these people through appropri- 
ate community agencies while individ- 
ual and group treatment is being under- 
taken. The change from hospital life to 
community life must be an uninter- 
rupted process. 


Post- and Prehospital Planning 


Both the social structure of the hospital 
and the community resources provide 
the clue to posthospital adjustment of 
the aging. These community resources 
include the challenging new arrange- 
ments such as foster home care, home 
medical care, apartment housing, social 


JEROME KAPLAN is executive director of the Mans 
field Memorial Homes, Inc., Mansfield, Ohio, 
and lecturer in sociology, Ohio State University. 


Hospital and community services for 
geriatric mental patients should be 
continuous so there will be no gap 
in facilitating adjustment to society. 
Special grouping of the aged ex-pa- 
tient is essential in the rehabilitation 
of some persons, although the prin- 
ciple of fitting into the most fune- 
tronal community group is para- 
mount. 


clubs, residence clubs, pleasant homes 
for the aged, and nursing homes. 

The quality of social services is tem- 
pered by the climate of the community, 
not only toward the former patient but 
also toward the aged. Community educa- 
tion thus becomes an important function 
of social service. All too often relatives 
and friends hinder the return of the 
aged from hospitals to another type of 
living arrangement. 

In planning a more satisfying post- 
hospital life for old people, we must go 
back to the role of the hospital. The 
hospital services must become more 
bold in determining which old patients 
can benefit from treatment and which 
patients may be released from its juris- 
diction. Good follow-up by social serv- 
ice is necessary. ‘To illustrate, it was 
only a few years ago that many aged 
persons were left to vegetate in com- 
plete hopelessness. ‘Today, we recognize 
the multiplicity of mental changes 
brought about by biologic change and 
emotional stress. We have learned that 
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any redevelopment program must take 
into account the original or normal per- 
sonality pattern of the patients. Ortho- 
psychiatry with the aging is in a state 
of flux. 

At least in some hospitals, an old 
adult may look upon himself as an old 
person rather than as a mental patient. 
The hospital may be regarded as ‘a com- 
munity, rather than as an insane asy- 
‘lum. If hospital experience is a major 
procedure in establishing identity with- 
in the community, then special groups 
of former patients may be able to help 
some persons, although the principle of 
fitting into the most functional group 
the community offers would still be par- 
amount. Specific clubs, for example, 
could bridge the gap between hospital 
and community and should facilitate ad- 
justment to society. Atascadero State 
Hospital in California is an example of 
this type. Here, a senior-citizen group of 
65 patients has been meeting weekly. 
Contacts are made with community sen- 
ior-citizen clubs in the expectation that 
some patients may transfer their mem- 
berships when they leave the hospital. 

The person who has been institution- 
alized for whatever length of time has 
been living in a group environment. We 
know that this group living arrange- 
ment, in some instances, helps to facil- 
itate the return to normal adjustments. 
Although it can also hinder, we know 
that, in most instances, the degree of 
social communication is intimately re- 
lated to successful return to normal living. 

Group Therapy 
It is the part of the total treatment proc- 
ess to use groups whenever possible to 
assist in the adjustment of a_ patient 
after leaving the hospital. The groups 
in which a person can find some help 
can be defined as: (1) normal groups 
and (2) ex-patients groups, such as those 
in boarding homes, nursing homes, and 
clubs. 
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First, however, we must incorporate 
mental health concepts within tradi- 
tional groups. Consequently, we should 
make full use of existing facilities be 
fore we attempt to organize any new 
groups. For some expatients, a normal 
group—a social, recreational, civic, or 
philanthropic club—may provide the 
kind of social communication which 
they need. Others may find it necessary 
to participate in a group of ex-patieits 
where the particular person can find the 
feeling of, “Well, we all know what it is 
to be in an institution, and so we have 
a bond that no other group can give.” 

For many. patients, this “alumni” 
club serves as an intermediate step in 
the total adjustment process. This group 
may be one which will be inclined to 
have rather intensive group psychother- 
apy or it may be just a social, recrea- 
tional group like the Mental Health 
Sunshine Club of Minneapolis, which 
has stated that its purpose is: “to pro- 
mote social and recreational opportuni- 
ties for its membership and to further 
the best interests of mental health.” 

In working with this kind of group, 
it is extremely important to have com- 
petent and professional leadership. ‘The 
fact that organizations like the Sunshine 
Club have been organized through the 
efforts of the ex-patients themselves 
shows that there has been a need far 
beyond a felt need. It has become an 
expressed need, which professional men 
should recognize and strive to assist in 
whatever manner possible. It is quite 
possible that, if competent leadership is 
not available, the process of deteriora- 
tion, as well as recession, may be en- 
hanced as the expatient takes on more 
and more responsibility without actual- 
ly being able to carry the load. This 
was aptly demonstrated by one former 
patient in his 60s, who became more 
and more active, until he found he ac- 
tually did not have any time for himself 
in which to relax. He worked during the 
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day, and when he came home at night, 
he helped in taking care of the house in 
which he lived which contained other 
former patients of mental hospitals. He 
also participated in a club for expa- 
tients. The club saw him deteriorate, but 
they did not quite know what to do, for 
professional leadership was not avail- 
able. One of the persons who did help 
was a 70-year-old member. 

These various groups—the normal 
club, the ex-patients’ club, the boarding 
home which takes care of former pa- 
tients, or the nursing home, which may 
care for several former mental patients 
—can be looked upon as means _ for 
maintenance of well-being and preven- 
tion of regression. 

It is quite important for former pa- 
tients to be able to participate in normal 
social groups as well as in therapy or- 
ganizations of discharged patients. A 
major challenge is posed by older peo- 
ple who have been hospitalized and then 
are returned to the community to lead 
lonely lives. One 68-year-old widower 
attempted to join a church group, but 
felt out of place since almost the entire 
congregation came in couples or fami- 
lies. He admitted to an absolute lack of 
social life. A woman of 75 lived alone 
in a hotel with knitting as her only oc- 
cupation. Both persons became inter- 
ested in a club for older adults and have 
since been faithful and cheerful mem- 
bers. It is conceivable that other social 
groups could also have met their needs. 

Several examples can also be cited of 
people who are comfortable in hospital 
group living and who are moved back 
into the community into group living 
situations which serve as stepping stones 
toward For instance, a 
75-year-old woman who had been in- 
stitutionalized for twenty-three years 
was released to a boarding home which 
also housed three other former patients. 
The boarding home operator was sensi- 
tive and interested in her residents. 


self-confidence. 


With her guidance and the assistance of 
the other former patients of varying 
ages, the 75-year-old woman was grad- 
ually enabled to go out into the com- 
munity so that eventually she went to a 
beauty parlor by herself. 

An aged gentleman had been institu- 
tionalized for forty-three years. His liv- 
ing placement was a nursing home until 
he could attain adjustment and _ be 
moved into another environment. 


Integration of Services 
Integration of community agency serv- 
ices within mental hospital services is a 
part of getting ready to resume life in 
the community. Service for the patient 
should be continuous in order to evoke 
the maximum potential of the individ- 
ual being helped. There should be co- 
ordination of all community agencies 
and a knowledge and utilization of these 
existing resources through an over-all 
responsible, wise, and intelligent ad- 
ministration. Having hospital personnel 
work as a team with community agency 
staff is one means of attaining this ob- 
jective. By so doing, relationship be- 
tween patients and community residents 
will be improved and the hospital itself 
will be aware and informed of the com- 
munity culture. Closer contact between 
outpatient care and the community then 
follows. 

Undoubtedly future planning will 
give serious consideration to appropri- 
ate residential structures for those old 
people discharged from mental hospi- 
tals who have no home to go to, who 
are not in need of nursing-home care, 
yet who would benefit from living in a 
normal environment. 


Foster Homes and Residences 
In recent foster homes have 
joined the congregate centers in the 
United States in providing residences 
for the aged. Canada, too, has been pro- 


years, 
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ceeding in a forward manner. For exam- 
ple, special accommodations for the 
aged needing social and nursing care 
have been developed in British Colum- 
bia, Alberta, and Ontario. In British 
Columbia, they are cared for in three 
homes which are administered by the 
Provincial Mental Health Service in con- 
junction with the Provincial Mental 
Hospital at Essondale. In Alberta, the 
Rosehaven Home for the Aged was es- 
tablished specifically for aged needing 
special social attention and_ physical 
guidance and is operated by the Provin- 
cial Department of Health. Under the 
Ontario Homes for the Aged Act, the 
municipality of metropolitan ‘Toronto 
has constructed a home at Newmarket 
for the care of old people with similar 
needs. 

These foster homes often provide the 
warm, but casual interest needed by the 
old person. For example, Mrs. A., a 
70-year-old) woman with difficulty in 
hearing, was accepted in a foster home 
after many years in a mental hospital. 
Through these years, she had rejected 
suggestions by psychiatrists, psycholo- 
gists, and social workers that she get a 
hearing aid with the excuse that she 
“might hear voices.” Shortly after place- 
ment, Mrs. F., with whom she was liv- 
ing, found her deafness annoying and 
suggested a hearing aid. When Mrs. A. 
expressed her fear of “hearing voices,” 
Mrs. F.’s matter-of-fact comment was, 
“That's silly.” Mrs. A. promptly 
hearing aid. 


got a 


who had 
been a patient in a mental hospital for 


Sixty-seven-year-old Mr. L., 


several years, was described by his  so- 
cial worker as being alert, competent, 
and eager for companionship. When 
this was mentioned to the operators of 
the foster home, they joined Mr. L. and 
the social worker in finding new social 
outlets for him in the community. 
\gain, different forces in the communi- 
tv—the foster home, the social worker, 
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and the local groups—joined in meeting 
the old person’s special need. 


Therapeutic Resources 


Essential as the mental hospital is, it 
will not be the only important site of 
psychiatric treatment in the years to 
come. Community treatment centers 
may prove to be more effective for 
many people and eventually less expen- 
sive for society. The foster home is one 
answer. Activities of the day center or 
community center, and other education- 
al, social, and recreational facilities are 
already part of the therapeutic program 
and may prevent need of actual hospital 
service. The day care concept for the 
confused old person is another resource 
with great potential. The day hospital 
for the aged who are even more infirm 
would be a further asset. Here the eld- 
erly person would receive hospital treat- 
ment during the day and return to the 
warmth of family life at night. A com- 
munity mental health center with appro- 
priate screening, direct referral with fol- 
low-through, and select individual and 
group therapy would help mold a_pat- 
tern of psychiatric and rehabilitation 
aids. This center would integrate the 
services of the institution, the commu- 
nity and its agencies, and those avail- 
able within a family home. 

The following is a list of suggested 
community mental health services for 
the aged: 


@ Psychiatric service in general hos- 


pital 
@ Mental hospital 
@ Day center 
@ Day care center 
@ Independent household services 
(meals, cleaning, and bathing) 
@ Day hospital 


@ Outpatient rehabilitation center 
(to include sheltered workshops) 
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@ Resident rehabilitation center Upward of 50 per cent of chronic pa- 
(to include homes for aged, nurs- tients in our mental hospitals no longer 
ing homes, and residential centers have to be there. But there is great difh- 
under hospital direction) culty in getting them out of the hospital 

and back into the community perma- 

nently. 
Expansion and greater use of the re- 

General educational, recreational, sources suggested above might help 


Night hospital 


Foster home 


and social outlets substantially to decrease this percent- 
e General counseling and economic age, so that eventually the mental hos- 
service pital would receive only the old people 
It should be kept in mind that, be- it is best suited to treat and would then 


cause prevention in the early years is of release them at the appropriate time to 


great importance, at least one service is the community agent best able to serve 


applicable primarily to younger people. them. 

This is the night hospital, which would 

provide the same treatment given in the sieia hasta 

day hospital, except the night patients — |. MorcaN, N. ¢., and N. A, JoHNsoN: Failures in psy 
: ee Phe s . chiatry: the chronic hospital patient. Am. J. Psy- 

would “sleep in” at the hospital. chiat. 113: 824-830, 1957. 


FOLLOW-UP sTUDY of 141 consecutive patients with paralysis agitans 
who had chemopallidectomy not less than six months previously was 
undertaken by means of a questionnaire designed to contrast their pre- 
operative with their postoperative status in regard to symptoms, activi- 
ties of daily living, vocational status, and over-all adjustment. Replies 
were received from 106 of these patients the results compared with 
data similarly obtained from 103 out of 173 patients who had had the 
same symptoms initially but had not inv operation. The groups 
were essentially equiv: alent except for the male patients in the control 
group who were, on an average, ten years olde: than those in the 
surgical group. 

The oper: ation consisted of an injection of alcohol or a similar sub- 
stance into the globus pallidus and, in some cases, the ventrolateral 
nucleus of the thalamus. Relief from tremor and rigidity on the 
affected side (contralateral to the lesion) was obtained by 89 per 
cent of the operated group but by only 10 per cent of the control 
group. The surgical group became less dependent on assistance in 
daily self-care activities, and some were able to take up or resume use- 
ful occupations; the control group showed marked deterioration with 
respect of symptoms, work ability, and self-care. 


M. RIKLAN and 1. DILLER: Follow-up studies in) chemopallidectomy for paralysis 
agitans. J.A.M.A. 167: 13-17, 1958. 
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A nutrition program for older people 


MILDRED M. REYNOLDS 


WEST LAFAYETTE, INDIANA 


® Nutrition is a major need of all age 
groups; it unquestionably plays a vital 
role in the physical and mental health 
status of older people. Eating cannot be 
considered merely a means of sustaining 
life, for it provides emotional and social 
satisfactions that contribute to good liv- 
ing. Meals, including between-meal 
snacks, that result in over- or under- 
nutrition lead to various types of physi- 
cal disturbances, unhappiness, and un- 
desirable social attitudes. A good nutri- 
tion program is designed to avoid these 
undesirable food practices. 

A healthful diet for old people, with 
a proper distribution of essential nutri- 
ents in adequate amounts as recom- 
mended by the National Research Coun- 
cil, differs very little from that for any 
other adult group with comparable ac- 
tivity. Of course, those who suffer from 
physiologic and emotional disturbances 
are in need of special dietary considera- 
tions. Most old people are less active 
than in their earlier years; they do not 
utilize food elements as well, and they 
experience physiologic changes, some of 
which may result in degenerative dis- 


cases. 


Dietary Requirements 
\n adequate, sustaining diet for the eld- 
erly patient is lower in calories than that 
for the younger adult. According to nu- 
tritional authorities, calories should be 


MILDRED M. REYNOLDS is professor and head of the 
Department of Institutional Management of the 
School of Home Economics at Purdue Univer 
sity, West Lafayette, Indiana. 
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Nutrition represents a major need of 
old people in the maintenance of 
mental and physical health. Foods 
selected to fit varying economic con- 
ditions and customary meal patterns 
daily provide the essential nutrients. 
Professional services may be sought 
by individuals or by those who ad- 
minister food services to individual 


groups. 


reduced for every decade after 25 in 
amounts that vary with the individual 
and his physical activity. For women 65 
and over, a 1,600- to 1,800-calorie diet 
is ordinarily advocated as compared 
with 2,100 to 2,300 calories for earlier 
years. For men over 65, 2,400 to 2,600 
calories daily are recommended, as com- 
pared with 2,900 to 3,200 for young 
men. This reduction in calories must be 
made in nonprotective foods, such as 
sugar, starch, and fat; these should be 
curtailed substantially. 

The amounts of protective nutrients— 
protein, vitamins—re- 
quired daily by old people closely paral- 
lel those needed for all adults. There- 
fore, in the daily menu pattern for older 
people, we plan approximately the same 
allowances of 


minerals, and 


meat, fish or poultry, 
eggs, milk, fruit, and green and yellow 
vegetables that supply the essential nu- 
trients for people of any age. It is of in- 
terest to know that when the minerals 
calcium and iron are supplied in the 
daily diet, most of the other necessary 
minerals are automatically included. For 
example, magnesium, associated with 


i 
i 
) 
' 


ed 





calcium, is available in many of the com- 
mon foods so that the presence of cal- 
cium assures a sufficient amount of mag- 
nesium. Vegetables are particularly val- 
uable sources of essential minerals. Peo- 
ple with a tendency toward hypertension 
may need to reduce sodium and iodine 
in the form of salt; otherwise, there are 
few, if any, limitations. 

Healthy persons have different nutri- 
tional needs than those receiving geri- 
atric treatment. Dietary recommenda- 
tions are then made by the attending 
physician. 


Selection of Foods 
Properly selected foods for older people 
do not differ appreciably from foods se- 
lected for any balanced diet. However, 
a practical approach is needed. This 
makes possible the planning of daily 
menus that contain not only the essential 
nutrients not found in the dietary pat- 
tern of earlier years, such as fruit juices, 
green vegetables, and milk or cheese, 
but also those foods that fall within eco- 
nomical and accustomed meal patterns. 

Unless foods are well-prepared, they 
are not likely to be accepted by old peo- 
ple, and there is great loss of nutrients 
caused by improper cooking methods. 
Foods for those who cook for themselves 
must be easy to prepare. Our frozen 
food industry serves us well in providing 
a variety of foods that are easy to get 
ready for the table. 

In order to satisfy the daily require- 
ment of protective nutrients for old peo- 
ple, it is well to list the foods that pro- 
vide these nutrients in relatively correct 
amounts: 

@ Milk should be included to the 
equivalent of 3 cups. Dried skim milk 
may be used double or triple strength 
in some combinations without disturb- 
ing the quality of the food product, or 
it may be reconstituted for use as a bev- 
erage. 


@ Eggs are needed, 4 or 5 per week. 


@ Meat, fish, or poultry should be 
served once a day, though dried beans 
and cheese make good occasional sub- 
stitutes. 

© Citrus fruit or juice or tomatoes 
or juice in the amount of one large serv- 
ing, approximately 8 oz. per day, should 
be included. 

@ The other foods needed to com- 
plete the daily menu include a serving of 
potatoes or sweet potatoes, whole grain 
cereal, enriched bread, butter or mar- 
garine, and a dessert, preferably fruit. 

It is fortunate that such a diet can, 
with wise selection, be provided at low 
cost. The great year-round availability 
of foods makes selection within the ac- 
customed menu pattern relatively easy. 


Nutritional Programs 

Do we know that good practices, regu- 
larly followed, can assure good living in 
the later years? As a result of animal 
and human experiments, we have some 
nutritional data which demonstrate con- 
clusively that liberal amounts of essen- 
tial nutrients, well distributed in the 
diet, contribute to good health in later 
years. A brief description of a few cases 
studied bears out this conclusion. 


Case 1. In a home for the aged, profes- 
sional consultant services were requested, a 
study of the existing food services was made, 
and a good nutritional program was ap- 
proved and put into action. Simultaneously, 
another program was initiated by the pro- 
gressive administrators of the home—that of 
improving leisure-time activities of the resi- 
dents of the home. Results of this com- 
bined effort were amazingly satisfactory and 
rewarding. Wholesome attitudes and_ in- 
creased interest in good living replaced to a 
large degree attitudes of apathy, discourage- 
ment, and chronic complaining. 


Case 2. A woman, known to have neg- 


lected her diet in the early years, tended to 
lean heavily on the nonprotective foods— 
white bread, potatoes, and sweet desserts— 
until middle life. She changed her meal pat- 
tern as she became alerted to the values of 
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good nutrition and learned to accept meat, 
milk and milk products, and vegetables. She 
is now in her later years and is healthy, 
happy, and alert. 

Case 3. One program of a senior center 
was devoted to “Food for Health.” A nutri- 
tionist was invited to present information 
on nutrition, accepted methods of food prep- 
aration, and suggestions for menu making. 
Both men and women participated, and the 
meeting was lively as well as informative. A 
typical question was: “What foods will take 
the place of orange juice?” The nutrition- 
ist’s answer was: “Vitamin C, supplied by 
orange juice, is also available in fresh toma- 
toes and tomato juice, the green vegetables, 
and most fresh fruits, including melons.” 

Nutritional programs planned with 
old people so as to interpret nutritional 
information in terms of individual needs 
must be within the representative range 
of likes and dislikes, the customary meal 
patterns, simple but satisfactory meth- 
ods of food preparation, and cost. 

From observations made on dietary 
practices of old people, individually and 
in groups, it can be concluded that: 

|. Satisfactory diets may be found 
among happy, healthy, and well-ad- 
justed older people. 

2. Poor eating habits are found among 
those who no longer have their accus- 
tomed living arrangements and have had 
to adjust to living alone. 

3. Inactivity is often caused by loss 
of employment, including care of the 
family. Loss of appetite is common 
among those who have become with- 
drawn. Overeating, especially of snacks 
of the nonprotective type, is found 
among many who have nothing to do 
and are bored. 

t. Change in economic status may in- 
terfere with maintenance of an adequate 
daily diet. 

5. Adapting to dietary practices ol 
others, as when living with married chil- 
dren, interferes with good food habits. 

6. Foods improperly prepared, as are 
sometimes found both in institutions and 
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family homes, reduce appetite and food 
acceptance. 

7. Lack of appreciation of the impor- 
tance of diet in the later years is particu- 
larly frequent among older men. 


Nutritional Consultants 
These and other dietary influences need 
to be considered positively according to 
the type of living arrangement involved. 
Residence groups, including senior cen- 
ters, homes for the aged, nursing homes, 
and others with food services directed 
by capable professional personnel, can 
provide weli-selected diets, carefully 
prepared and served. When this service 
is not available, competent consultants 
may be called in to provide guidance in 
menu planning, food selection and pur- 
chasing within budget limits, and correct 
procedures for food preparation and 
service. 

Specifically, consultants perform the 
following services: 

1. They first examine and evaluate 
the practices in operation and determine 
what help is needed to provide good 
food within the available budget. 

2. They develop a menu pattern that 
is as flex: ble as possible, taking into con- 
sideration such factors as adequate nu- 
trition, food preferences of the group, 
methods of preparation and service, sea- 
son in relation to quality, and cost. 

3. They recommend adjustments of 
the daily menu to fit the particular needs 
of patients with health problems, based 
upon the dietary restrictions or supple- 
ments recommended by the attending 
physician. 

ft. They assist the personnel con- 
cerned in developing purchasing prac- 
tices that will provide the best quality 
foods available at reasonable cost. This 
includes the preparation of food orders 
in amounts that will be ample but that 
curtail waste. 

5. They assist in the preparation ol 
job schedules for employees that will 


be 


cl 


tl 


ir 


ensure hygienic and efficient service to 
residents. 

It is important that food acceptance 
be observed regularly and the reasons 
checked for plate waste. Again, unless 
the food is accepted and eaten, nutri- 
tional values are worthless. 

Discussion 
Happy institutional living is found 
where high food standards are main- 
tained and where resident participation 
in food preparation, table setting, and 
in other duties of the dietary depart- 
ment is encouraged. For example, one 
home, located near Philadelphia, has 
residents of fairly high income. During 
the summer, when green peas, string 
beans, and other vegetables and fruits 
are available, they are prepared for 
cooking by volunteer members of the 
home. The residents gain satisfaction in 
making possible the serving of those 
foods that could not be managed by the 
regular employee group, and they enjoy 
incidental visiting. 

Institutions should also provide as 
many homelike services as possible, even 
for those who are not ambulatory. These 
may include: tea and well-selected 
snacks served between meals and at bed- 


time, if desired; after-dinner coffee or 


other beverage served on occasions; and 
special, seasonal foods to whet the appe- 
tite and create interest, as cider in the 
fall of the year. Old people should have 
a part in serving these foods, as in pour- 
ing at the tea table. 

Old people living in the family unit 
also need to contribute in providing 
home comforts. They enjoy assisting 
with the menus, in preparing food, and 
in caring for the meal service. For those 
who live alone and find it difficult to 
prepare menus within the limits of their 
income, consultant services are avail- 
able, especially in our large urban com- 
munities. In villages and rural areas, 
home economics extension workers con- 
sider it a privilege to help with dietary 
and food problems. Home economists 
will develop adequate menu_ patterns 
within the various food groups, suggest 
simplified methods of food preparation 
without loss of nutrients, demonstrate 
proper use of household gadgets, and 
provide purchasing aids. 

It is recommended that there be con- 
tinued expansion of research related to 
food and nutrition for old people who 
are in good health as well as for those 
in need of medical care, in order that a 
high mental and physical status be main- 
tained throughout the geriatric § years. 


PARKINSONISM Is an always reversible side effect often caused by atarac- 
tic drugs given in high dosage. In many of 82 patients treated for a 
three-month course, procyclidine hydrochloride was more effective than 
other antiparkinsonian agents. Symptoms of the full-blown syndrome 
abated within a few weeks, and, in early cases, premonitory signs ol 
incipient parkinsonism disappeared rapidly when the drug was ad- 
ministered in doses ranging from 2.5 to 10 mg. three times daily. 


1. KONCHFEGUL: The use of Kemadrin in the treatment of drug-induced parkinsonism. 
M. Ann. District of Columbia 27: 405-406, 1958. 
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M ultiple malignant neoplasms 


in a man aged $9 years 


A clinicopathologic conterence 


BELA HALPERT, M.D., RILEY P. FOSTER, M.D., 
and M. J. MUSSER, M.D. 


HOUSTON 


DR. HALPERT: Geriatrics deals with the 
problems of aging. Aging is not neces- 
sarily a chronologic process; however, 
when one is close to 90, one certainly 
has reached the geriatric age. The case 
we are to discuss today has many fea- 
tures that concern the fundamental na- 
ture of some of the aging processes. At 
times, disease conditions progress simul- 
taneously and one may become clinical- 
ly prominent and overtake the others. 
This is well illustrated in this patient. 
An added problem encountered which 
may have hindered diagnostic accuracy 
was the patient’s inability to talk. The 
history was gathered by inference and 
observation; however, he had some ob- 
vious lesions that attracted attention. 
Dr. Foster will present and analyze the 
clinical data. 


Presentation of Case 


D., an 89- 
year-old white man, was admitted Au- 
gust 24 and died September 27, 1956. 


DR. FOSTER: The patient, J. 


BELA HALPERT is chief of the laboratory service, 
Houston Veterans Administration Hospital, and 
professor of pathology, Baylor University College 
of Medicine. RILEY P. FOSTER is assistant chief of 
surgery, Houston VA Hospital, and instructor 
in surgery, Baylor University. M. J. MUSSER is 
professot of medicine, Baylor University, and 
director of professional services, Houston VA 


Hospital. 
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His chief complaint was a growth on 
face which had been present for ten 
years. 

No history of his present illness was 
obtainable from the patient. His wile 
stated that he had had a growth on the 
left side of the face for about ten years 
and that he refused medical attention 
until this admission to the hospital. ‘The 
wile had treated the lesion with pastes 
and ointments, but it had grown  pro- 
gressively. Meanwhile the patient grad- 
ually became weaker. 

Nothing was recorded of the patient's 
past history except that he was retired 
from the Army. 

Physical examination at the time of ad- 
mission showed the patient to be a well- 
developed, well-nourished, and _ senile 
man, with extensive crusting and ulcer- 
ating lesions on the nose and _ the left 
side of the face, and multiple smaller 
lesions over the face. The blood pres- 
sure was 125/75, pulse rate 90, and 
temperature 98° F. ‘There was general- 
ized enlargement of lymph nodes. ‘The 
lungs were clear to auscultation and _per- 
cussion. ‘The left cardiac dullness was 
two fingersbreadth to the left of the 
midclavicular line. The rhythm was reg- 
ular. There was a Grade IV _ precordial 
systolic murmur. The abdomen was 
rounded and not tender. ‘The liver was 
palpable one fingerbreadth below the 
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right costal margin. The lower extremi- 
ties were cool, and no pulses were pal 
pable below the femoral arteries. 
Laboratory studies showed that the 
hemoglobin content of the blood was 
10.4 gm. per 100 cc., the hematocrit 33 
per cent, and the erythrocyte count 3.48 
million. There was moderate anisocyto- 
sis and hypochromia and many _ basket 
cells. There was slight basophilic stip- 
pling of some red blood cells. The white 
blood cell count was 82,000 with lym- 
phocytes 94, immature lymphocytes 2, 
neutrophils 3, and eosinophils 1 
cent. The VDRL and Kolmer tests of 
the blood were weakly reactive, and the 
Kahn test was nonreactive. Prothrombic 
activity was 85 per cent. Urinalysis dis- 
closed 2-plus proteinuria and 4 to 8 
white 


per 


blood cells per high-powered 
field, with no erythrocytes. Subsequent 
white blood cell counts ranged up to 
155,000 with similar differential counts. 
A moderate anemia persisted. Smears of 
sternal marrow aspirate disclosed al- 
most complete replacement by 
mature lymphocytes. Roentgenograms 
revealed haziness in the left base attrib- 
utable to pleural thickening. On Septem- 
ber 3, another roentgenogram revealed 


fairly 


scattered areas of infiltration suggestive 
of bronchopneumonia. ‘The electrocardi- 
ogram disclosed evidence of an antero- 
septal myocardial infarction, probably 
old. 

On 30, irradiation 
therapy to the lesions of the face was 
begun, and a total dose of 2,600 r was 
viven over a twenty-day period. Soon 
after admission, it was noted that pete- 
chiae were produced on the skin by rub- 
bing. Sporadic bleeding came from the 
large ulcerated lesion on the face. ‘Three 


August external 


units of whole blood were infused at 
ric. 1. Ulcerated lesions on the left 
side of the face, neck and nose, be- 


lieved to be squamous-cell carcinoma, 



















































intervals. Fine rales were heard inter- 
mittently at the lung bases. The pa 
tient’s general condition remained poor, 
and food and water intake were so in 
adequate that intravenous feedings were 
given. The patient remained in bed most 
of the time and was usually confused 
and sometimes unresponsive. The tem- 
perature remained normal. Irradiation 
therapy to the face was discontinued be- 
cause of his poor general condition. De 
terioration continued and he was found 
dead in bed on September 27, 1956. 


Clinical Discussion 


DR. FOSTER: When a patient has a dis- 


ease process with multiplicity of symp- 
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toms and findings, it is statistically wise 
to attach these to one entity, when plau- 
sible. ‘This applies to people in the 
young and middle-aged groups, but less 
frequently to individuals of this man’s 
age. This patient was old, regardless of 
the apparent state ol preservation. His 
chances of having several of the degen- 
erative entities were excellent, and, 
from perusal of the clinical data, the 
coexistence of multiple pathologic proc- 
mentioned by Dr. Halpert, 
seems probable. This case, I believe, ex- 


esses, aS 


emplifies the special problem of the ger- 
iatric approach, with an individual ob- 
viously in need of definitive therapy for 
conditions than bringing 
him to the hospital. 


other those 


There were two presenting symptoms: 
growth on the face and weakness. In any 
individual of this age, we could expect 
weakness, but progression of weakness 
is significant and is symptomatic of 
some catabolic process. An important 
symptom of senility is the decreased ef- 
fective cerebration manifested here, al- 
though this probably was aggravated by 
other factors. The lesion on the face was 
said to have been present for about ten 
years. This would suggest a benign, pre- 
malignant, or slowly growing malignant 
neoplasm. It had slowly but consistently 
progressed and the description suggests 
a neoplasm of either the basal-cell or 
the squamous-cell type. 

The blood pressure of 125 mm. Hg 
systolic and 75 diastolic may be a nor- 
mal value or one lowered by pathologic 
processes in this aged patient. It is diff- 
cult to evaluate just how sick this man 
was—a factor so frequently encountered 
in geriatric patients. The recorded tem- 
peratures misleading because 
the response differs from that in young- 
er individuals. 


may be 


Patients in this age 
group, even with overwhelming septice- 
mia, may have normal temperatures. 
The statement about the enlarged 
lymph nodes must have applied to all 
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palpable nodes. Probably, those in the 
neck were not larger than those in other 
areas or this would have been stated. 
Local lymph node enlargement suggests 
either metastatic malignancy, chronic in- 
flammation, or a_ localized leukemic 
process. If the nodal enlargement were 
generalized, leukemia would be most 
likely at this age. 

The hemoglobin was 10.4 gm. per 100 
cc., the hematocrit 33 per cent, and the 
erythrocyte count 3.48 million. Certain- 
ly, in the aged, the norm is lower than 
in the vital middle-aged group; how- 
ever, these figures may represent an ane- 
mia, most likely of a chronic type. Fur- 
thermore, the patient was attempting to 
make some response in compensation to 
his anemia. A leukocyte count of 82,000 
to 155,000, except for rare entities such 
as a leukemoid reaction, strongly sug- 
gests one of the leukemias. In leukemia, 
one could expect immature lymphocytes 
in excess of this 2 per cent, and, possi- 
bly, in this aged individual, the differ- 
ential count may be the response to a 
chronic inflammatory process. 

Pursuing this possibility, what are the 
possible foci of inflammation of this de- 
gree? The urinalysis suggests that he 
did not have an overwhelming urinary 
tract infection. He was, of course, a per- 
fect candidate for bronchopneumonia, 
being unresponsive and confined to bed. 
However, the roentgenograms of the 
chest suggested an infiltrative neoplastic 
process rather than bronchopneumonia. 
Thus, from the clinical data, we are un- 
able to establish a specific inflammatory 
process. The petechiae indicate a distor- 
tion of capillary fragility or a chronic 
degenerative process. Since the pro- 
thrombin time was normal, it may be 
assumed that the fault was with one of 
the platelet factors—inability to manu- 
facture platelets, a chronic inflamma- 
tory process, or leukemia. 

Considering the total —picture—the 
generalized nodal enlargement, the ane- 
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FIG. UH. Extensive left anteroseptal 
scarring of the myocardium. 


mia, the lymphocytosis, lymphatic infil- 
tration of bone marrow, the petechiae, 
and the roentgenologic appearance of 
the lung—lymphatic leukemia seems 
likely. The Grade IV precordial systolic 
murmur itself could have been the mur- 
mur of an aging heart. The recorded 
physical examination does not exactly 
delineate or characterize the murmur, 
and it may have represented a signifi- 
cant valvular defect; however, the pa- 
tient was not in cardiac failure. 
Considering the additional data, one 
could expect a patient of this age to 
sclerosis, nephrosclero- 
sis, and obliterating sclerosis of the ar- 
teries of the lower extremities. 
Progressing with the clinical course, 
radiation to the lesions of the face was 
started. This, of course, represents ther- 
apy as a curative or palliative attempt 


have coronary 


for the original complaint. It is my im- 
pression that this factor was of second- 
ary importance and that the other prob- 
lems—nutritional and hematopoietic— 
were given inadequate therapeutic con- 
sideration. The feeding of the patient 
intravenously for a nonoperative lesion 
should have been discarded in favor of 
the more effective method. 
Since the patient was to receive irradia- 
tion, even if debility had not pre- 
existed, tube or forced feeding was in- 
dicated during this debilitating therapy. 
If the intravenous route was mandatory, 
solutions of higher caloric value should 
have been chosen. 

We that this 89-year-old 
man suffered from the following disor- 
ders: generalized arteriosclerosis, with 
coronary sclerosis and _ arteriosclerotic 
occlusion of both femoral arteries; 
nephrosclerosis with reduced renal func- 
tion and some proteinuria; slowly grow- 
ing malignant lesion of the face, not re- 


oral-tube 


conclude 





lated to the blood picture; senility and 
inanition; a cardiac murmur, which was 


probably insignificant; and lymphatic 
leukemia. He died as a result of a com- 
bination of these factors, the most im- 


portant of which was lack of nutritional 
replacement. 
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DR. HALPERT: The lesion on the face had 
to be treated in some way, and irradia- 
tion was used. Apparently the radiolo- 
gist treated the patient but did not take 
care of him. The internist, perhaps, 
might add more to the story. 

DR. MUSSER: A couple of things intrigue 
me about this patient. First, the man was 
well-nourished, yet unresponsive, un- 
able to give a history, and sufficiently 
debilitated so that therapy had to be in- 
terdicted. All this is compatible with a 
patient having chronic lymphatic leuke- 
mia. A depletion of platelets, capillary 
fragility, and atypical peripheral blood 
picture further support this diagnosis. 
Second, I am impressed with the dis- 
crepancy between the nutritional and 
cardiovascular status—a Grade IV mur- 
mur is not one you would listen to and 
forget. Grade IV is very loud and for 
practical purposes always organic or 
pathologic. We have no reason to be- 
lieve that the murmur was loudest at 
any one valve area. Aortic murmurs, 
particularly aortic stenosis, may be pre- 
cordial. Mitral systolic murmurs may be 
heard over the entire precordial area, 
but invariably are loudest over the mi- 
tral area. 

Taking everything into consideration, 
I am inclined to incriminate the aortic 
valve as the source of the murmur. 
However, if aortic stenosis had existed, 
it would be unusual for a patient to live 
to be 89. Thus it is possible that the 
murmur was of recent origin. 

I cannot help but think one should 
weave into this story the existence of 
infection. Leukemia and age both de- 
plete the body’s resistance and defense 
mechanisms. In aged, debilitated pa- 
tients such as this man, an overwhelm- 
ing infectious process may exist without 
accompanying significant clinical signs. 
Thus, I would not be surprised if, at 
necropsy, subacute bacterial endocardi- 
tis with vegetations on the aortic valve 
were found in addition to the other 
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FIG. 1. Calcific aortic valvulitis. 


processes enumerated. The facial lesions 
might well have served as the source ol 
the infection. 


Necropsy Findings 
DR. HALPERT: At the time of necropsy, 
the patient was emaciated, was 170 cm. 
in length, and weighed 125 pounds. He 
had extensive ulceration of the nose and 
face, which was obviously neoplastic 
(figure I). However, no biopsy was per- 
mitted. The superficial lymph nodes 
were palpable. There was no excess fluid 
in the peritoneal, pleural, and_peri- 
cardial cavities. The heart weighed 340 
gm. and showed extensive scarring in 
the anterior wall and the septum and 
calcific stiffening of the aortic orifice 
(figures IIT and ITT). 

The right lung weighed 350 gm. and 
the left 450; both were emphysematous. 
The spleen was 15 by 8 by 5 cm. in size 
and weighed 200 gm. The liver weighed 
1,400 gm. The gallbladder contained 
faceted calculi, which were also present 
in the intrahepatic and extrahepatic bil- 
iary ducts. These rather sizable concre- 
tions did not cause any obstruction (fig- 
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FIG. 1V. Mixed gallstones in the 
lumina of the intrahepatic and 
common bile ducts. 


ure IV). The kidneys were shrunken; 
the right weighed 100 gm. and the left 
135. The prostate was enlarged and the 
wall of the urinary bladder trabecu- 
lated. Numerous neoplastic masses were 
irregularly distributed on the mucosal 
surface and also protruded into the lu- 
men (figure V). The brain, with a por- 
tion of the dura mater attached, weighed 
1,100 gm. There was a focal area of 
encephalomalacia in the right caudate 
nucleus. 

Microscopic studies revealed lymphat- 
ic leukemic infiltrations in the spleen 
with focal areas of necrosis, in lymph 
nodes, in the portal areas of the liver, 
and in the interstitial tissues of the other 
viscera, particularly the testis (figures 
VI and VII). The kidneys were exten- 
sively scarred with glomeruli 
partly or completely hyalinized. The 
myocardial fibers were hypertrophied 
and, over extensive areas, were obliter- 
ated by scarring. There was evidence of 
chronic passive hyperemia in the liver 
and lungs. The neoplastic nodules in the 
urinary bladder proved to be of urothe- 
lial-cell carcinoma (figure VIII). 


many 








FIG. V. 


The pertinent findings in the anatom- 
ic diagnosis were: (1) squamous-cell 
carcinoma of the left side of the face; 
(2) chronic lymphocytic leukemia; (3) 
arterial and arteriolar nephrosclerosis; 
(4) left cardiac hypertrophy with exten- 
sive anteroseptal scarring of the myo- 
cardium; (5) calcific aortic valvulitis; 
(6) emphysema of lungs; (7) chronic 
passive hyperemia of viscera; (8) hy- 
perplasia of the prostate with hyper- 
trophy of the urinary bladder; (9) uro- 
thelial-cell carcinoma of the urinary 
bladder; (10) chronic cholecystitis with 
cholelithiasis and choledocholithiasis 
(mixed gallstones); and (11) atrophy 
of the brain with focal encephalomala- 
cia in the right caudate nucleus. 


Comment 


As indicated by the analyses of the clin- 
ical data, there were several concomitant 
processes. ‘The lesion on the face, though 
not studied by biopsy was obviously a 
squamous-cell carcinoma; the chronic 
lymphatic leukemia involved to a mod- 
erate degree all the sites usually at- 
fected by this process. Both of these 
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Hyperplasia of prostate with hypertrophy of 
urinary bladder. Neoplastic masses, irregularly distri- 
buted, protrude into the lumen of the urinary bladder. 








conditions predispose to a nutritional 
deficiency, which the patient apparently 
had. 

There were nephrosclerosis, cardiac 
hypertrophy, coronary arteriosclerosis 
with extensive scarring of the myocar- 
dium, and a stiffening of the aortic ori- 
fice by calcific valvulitis. These condi- 
tions, together with emphysema of the 
lungs, would predispose to chronic pas- 


200 Geriatrics, March 1959 





rics. vi. and vu. Leukemic, lymphocytic infiltra- 
tions in the liver and testis (X 100). 


sive hyperemia. This was evident, but as 
yet no cardiac failure or pneumonia had 
ensued. There was an enlarged prostate 
with hypertrophy ot the urinary bladder 
but as yet no manifest obstruction. The 
urothelial-cell carcinoma, spreading over 
the urinary bladder, remained clinically 
unnoticed. As a part of the involuting 
vascular processes, there was decrease in 
weight of the brain, atrophy, and en- 
cephalomalacia in the right caudate nu- 
cleus. 

Of special interest is the chronic cho- 
lecystitis with cholelithiasis. Mixed gall- 
stones in the gallbladder passed through 
the cystic duct into the extrahepatic and 
intrahepatic biliary ducts and also 
reached the papilla of Vater. But, by 
“not getting engaged,” obstruction did 
not occur. This is of interest: here is a 
man with three malignant neoplasms 
and a gallbladder full of biliary calculi 
and no carcinoma of the gallbladder. 





ric. vii. Urothelial-cell carcinoma of the wrinary 
bladder (X 100). 
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Editorials 





Strokes due to thrombosis of the 
internal carotid artery 


5 yun in certain circles there is much 
excitement about the treatment ol 
strokes with the surgical removal of a 
clot from the internal carotid artery. Al- 
ready many spectacular cures of persons 
with severe strokes are being reported, 
and, obviously, the arterial surgeons have 
taken a tremendous step forward. They 
are to be congratulated. Already, with 
their removal of aneurysms and obstruct- 
ed segments of arteries throughout the 
body they are giving back life and health 
to thousands of people. 

Unfortunately our pleasure on hearing 
of the miracles of healing being worked 
in some cases by the removal of a throm- 
bus from an internal carotid artery 
must be lessened a bit by our fear that 
the operation and the preliminary an- 
giography may be employed too often—in 
cases in which it would have been wiser 
and kindlier to have left the old man 
or woman alone, to die in peace. 

Our reason for this fear is that in the 
past we physicians have always tended to 
use a new procedure in nearly every 
case, regardless of the indications. For 
some three thousand years we bled every 
patient who came into our hands. When 
Peruvian bark was found to be a cure 
for malaria, we gave it to every patient 
with a fever and later to every patient 
as a supposed tonic. When cortisone was 
introduced, we tried it on almost every- 


one who was ill, and now we are giving 
antibiotics on the same scale. 

Fifty years ago, when I was an intern, 
I was given the idea that in some mirac- 
ulous way the passing of a stomach tube 
and the testing of the acidity of the gastric 
contents would tell me what was wrong 
with a patient. Today, I almost never 
order a gastric analysis. 

Always, as time passes, we physicians 
learn slowly and painfully and expen- 
sively when to use a diagnostic procedure 
or a treatment and when not to use it. 

Already wise family doctors, faced with 
an old person with a typical severe stroke, 
are asking themselves, “In this case, 
should I permit the making of an an- 
giogram of the cranial arteries? Can it 
do this patient any good? Will it be 
worth while to impoverish the man’s 
daughter who will have to pay the bill? 
Certainly it will do no one any good to 
find which artery up in his brain has 
ruptured. Wouldn't it be the kindest 
thing to leave the old fellow alone?” 

It seems to me that what is much need- 
ed now are careful studies to see if there 
is any way in which one can determine 
from the history and the clinical signs 
that there is a thrombus in the internal 
carotid artery. We often can guess that a 
tiny aneurysm has ruptured at the base 
of the brain. Perhaps in many cases we 
can be fairly certain that an artery has 
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ruptured up in the brain where nothing 
curative can be done. 

A question which must be answered 
quickly is, how long does a clot in the 
internal carotid artery stay more or less 
detached so that it can be removed? How 
long does it take the clot to be organized? 
\lready we are hearing of operations 
that were futile because they were per- 
formed after the artery had become a 
fibrous cord. All such poor results should 
be reported for some time. 

Pathologists must get busy and tell us 
quickly in what percentage of cases of 
big strokes do they find a thrombus in a 
carotid artery, and in what percentage 
do they find a ruptured or thrombosed 
artery up in the brain. We clinicians 
need these figures in order that we may 
estimate wisely the probabilities that, in 
a given case, something can be accom- 





plished by a surgeon. All of us—family 
doctors, internists, neurologists, and ar- 
tery surgeons—need this information in 
order to stay sane and to act sanely. 
Other questions that must soon be 
answered are, in what percentage of 
cases, and in what type of case does the 
person who has had a bad stroke recover 
to the extent that life for him becomes 
worth living? If these persons are to be 
restored to a life of misery and a life that 
will be costly to their families or the 
community, the procedure will often be 
of questionable value. Certainly any pro- 
cedure which will add greatly to our al- 
ready large and rapidly growing popula- 
tion of old persons who for years lie on a 
bed with their eyes unseeing and their 
mouth open is not desirable. 
WALTER CG. ALVAREZ, M.D. 


A centenarian just died 


- the New England Journal of Medi- 
cine of January 8, p. 77, Dr. Paul 
Dudley White described the case of a 
friend of his, Mr. Charles W. Thiery, 
who recently died at the age of 105 
years. What took him off was a brief at- 
tack of bronchopneumonia. His picture, 
taken at the age of 104, shows a well- 
groomed, well-nourished, and wide-awake 
man who could have passed for 65. He 
was a bachelor. He had always been very 
active and fond of walking long distances 
and continued to walk a good deal, even 
in his old age. He ate well but sparingly 
and never got stout. He did not like 
eggs, but he ate a good deal of ice cream 
and he liked butter, milk, cream and 
pastry. He had some chronic indigestion. 

His family history was for the most 
part good. His mother died of Bright's 
disease at the age of 39, and his sister 
died of the same trouble at the age of 
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21. His father died at 79, a brother at 
92, and a sister at 85. He did not know 
about the ages at death of his grand- 
parents. 

During his later years, his heart was in 
good shape, with occasional premature 
beats and a symptomless bundle branch 
block. His blood pressure was 140 sys- 
tolic and 70 diastolic. The autopsy 
showed only moderate emphysema, mod- 
erate coronary sclerosis, an old recanal- 
ized and symptomless occlusion of the 
right coronary artery, marked athero- 
sclerosis of the aorta, gallstones, a benign 
nephrosclerosis, a benign prostatic hy- 
pertrophy, and a senile atrophy of the 
liver. 

How wonderful it will be when thou- 
sands of persons can live to 104 and do 
it as comfortably and as happily as did 
Mr. Thiery. That could be worthwhile. 

W.C.A. 
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The Duke Unversity 
Council on Gerontology 


wee 1954, various faculty members 
J of Duke University have become in- 
terested in discussions on problems of 
aging. President Hollis Edens of Duke 
University announced in 1955 the forma- 
tion of the Duke University Council on 
Gerontology, which was organized under 
the direction of Dr. Ewald W. Busse, 
the chairman of the department of psy- 
chiatry. It includes representation from 
various groups in the schools of medi- 
cine, nursing, law, and arts and sciences. 
There is representation from economics, 
education, pastoral care, sociology, and 
psychology. 

The Council well fulfills its function 
in promoting research in the field of 
gerontology, in encouraging exchange 
of information on the subject, and in 
disseminating information from studies 
and meetings. 

A series of special seminars has been 
arranged by the Council, and the pro- 
ceedings of these seminars for 1957 and 
1958 have just been issued by the Coun- 
cil. Copies are available from the Duke 
University Council on Gerontology, Dur- 
ham, North Carolina, at one dollar each. 

The seminars include 
atherogenesis by Dr. O. J. Pollack of 
Dover, Delaware; adult learning and 
remembering by Dr. Harry Kay of Ox- 
ford University, England; social com- 
petence of middle-aged people by Dr. R. 
J. Havighurst of the University of Chi- 
cago; biologic aspects of senescence by 
Dr. A. I. Lansing of the University of 
Pittsburgh Medical School; and _retire- 
ment by Dr. G. F. Streid of Cornell Uni- 


discussions of 


versity. Also included is a short report 
on the Wisconsin Symposium on Medi- 
cal Genetics by Dr. A. I. Chernoff of 
the Veterans Administration Hospiial 
in Durham. 

These proceedings remind one of the 
series of special conferences on problems 
of aging which has been held for the past 
few years at the University of Florida in 
Gainesville. Here again there has been 
a broad interdisciplinary approach to 
discussions on geriatrics. It is this type 
of approach that produces such signifi- 
cant advance in the field, through inter- 
professional exchange of ideas and stim- 
ulus for more effective practice. 

The experience of the Duke Univer- 
sity Council on Gerontology and the sig- 
nificant results of its activities suggest 
that similar university groups might be 
formed with profit in other parts of the 
country. Geriatrics is bound to be an 
interprofessional program for effective 
practice, and the groundwork can best 
be laid under university auspices. The 
establishment of such interdisciplinary 
and interprofessional councils might pro- 
vide a more satisfactory way to promote 
general advance in geriatrics than the 
establishment of specific departments of 
geriatrics in medical schools. Depart- 
ments of geriatrics certainly are indi- 
cated, but if funds are lacking for their 
establishment, then university councils 
on geriatrics might function satisfactori- 
ly in their place. 

CHAUNCEY D. LEAKE 
Ohio State University 
Columbus, Ohio 
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For professors at Hastings College 
of Law, life begins at 65 


i’ GERIATRICIANS, all physicians, and 


all administrators should know 
about the Hastings College of Law at the 
University of California, Berkeley. It is a 
most remarkable institution for several 
reasons, but the most noteworthy feature 
is that no one is employed as a full-time 
professor unless he has reached the age 
of 65. Most of the teachers are eminent 
men and nationally recognized as au- 
thorities in their fields of law. All are 
able, alert, and active, and it looks as if 
most of them had many years of effective 
teaching still ahead of them. Most of 
them joined the Hastings faculty after 
having suffered compulsory retirement 
from other law schools. The loss of these 
schools has been Hastings’ great gain. 
As the Dean, Mr. David E. Snodgreas, 
said in a recent article, “Many employees 
are physically, emotionally and intellec- 
tually able to continue work well beyond 


65, and industry does both itself and its 
workers a disservice to impose retirement 
at a time when those affected may still 
be capable of many more years of pro- 
ductive and satisfying work.” 

The Social Security taxes are already 
going up, and they will probably be 
doubled within the next few years. How 
much longer do we want to keep sup- 
porting by burdensome taxes men who 
could work and would gladly work and 
who would remain healthy longer if 
they were working? 

Today, thousands of workers are de- 
lighted to see an older associate retired 
and taken out of the field of competition. 
What the younger worker does not real- 
ize is that he is going to have to dig down 
into his pocket each month for a share 
of the money that must be found if the 
retired man is to be housed and fed. 

W.C.A. 


Great dithculty in employing 


chronically ill patients 


] HAVE JUST BEEN READING the January 
issue of the Journal of Plantation 
Health, published in Hawaii. One of the 
speakers at their annual meeting pointed 
out that there have been cases in which 
an employee with a bad heart had been 
permitted to do light work such as he 
could easily do. Later, when his time 
came and he dropped dead, his family 
filed a death claim under the Workmen's 
Compensation Act. The same sort of 
thing sometimes happens when an em- 
ployee is kept on when he is known to 


204 Geriatrics, March 1959 


have a muscular atrophy. Later he may 
sue the company, claiming that his work 
was responsible for producing or aggra- 
vating his condition. 

Every time an employee or his widow 
does this sort of thing, it makes it harder 
for thousands of chronically ill or some- 
what handicapped men to get a job. Il 
the courts were to understand this prob- 
lem as we physicians do, they would 
throw out all these suits the minute they 
appear. 

A while ago, in Kentucky, a kindly 
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employer gave a job to a man who was 
known to be epileptic. One day, while 
falling in a fit, he hurt himself badly, 
and later, most unfairly, he sued his em- 
ployer for compensation. Unfortunately, 
the judge and jury granted ‘im a large 
indemnity. At the time, I pointed out 
that this was the most harmful thing that 
the court could have done, because it 
meant that, all over the United States, 
employers with any sense promptly had 
to refuse jobs to all known epileptic per- 
sons who applied. 

Geriatricians will be particularly in- 
terested in this problem because today 


The Age Center of 


n the New England Journal of Medi- 
I cine for September 25, 1958, and the 
Maryland State Medical Journal for De- 
cember are notes on the interesting Age 
Center of New England, which operates 
under the direction of Hugh Cabot, 
M.B.A. Over 600 participating members 
from every and economic back- 
ground have now been enrolled. ‘These 
people all contribute by analyzing their 
own life’s problems and allowing them- 
selves to be studied medically. They try 
to answer the question, “‘living for 
what?” Already, members are studying 
such problems as anxiety in older per- 
sons, the nutrition of apparently normal 
aging persons, prejudice and older peo- 
ple, and a thematic analysis of later life. 


social 


so many elderly persons are looking for 
employment. If they expect to get it, 
their families must not sue the employer 
for a large indemnity when the person’s 
atherosclerosis catches up with him, and 
he drops with a heart attack or a stroke. 
So long as there are people who won’t 
play fair, and so long as there are judges 
and juries who will sympathize deeply 
with them and who will think it is all 
right to stick an insurance company—the 
argument being that they have plenty of 
money—there is going to be trouble for 
the millions of elderly people who now 
want jobs. W.C.A. 


New England 


An effort is being made to see just 
what happens medically to a large num- 
ber of aging persons. As Dr. Monroe says 
in the Maryland State Medical Journal, 
he is constantly at (1) the number and 
quality of the men and women who will 
submit to all sorts of tests; (2) the cali- 
ber of the specialists and interviewers 
who are glad to participate in the study; 
and (3) the cooperation of the business 
and industrial community, the founda- 
tions, and the private and governmental 
agencies who provide the financial sup- 
port. 

Most of the persons being studied are 
from 60 to 75 years old, and most ol 
them have never been ill enough to call 
a doctor. W.C.A. 


The Kenny Foundation to help sufterers 


from Parkinson’s syndrome 


I AM HAPPY TO REPORT that now that 
there is not so much need for help- 
ing children with polio, the Kenny Foun- 
(dation has begun to help other persons 


with serious nervous difficulties, and they 
have been particularly helpful to Pro- 
fessor Irving S$. Cooper of New York 
City. As all physicians know, in some 
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600 cases, he has injected a few drops of 
alcohol into the globus pallidus at the 
base of the brain—an operation which, 
when it works well, relieves much of the 
distressing tremor of persons with Park- 
inson’s syndrome. It is not worth doing 
when there are senescent and degenera- 
tive changes in the brain, and, hence, it 
works best in the cases of the younger 
patients who are between the ages of 40 
and 60 who are wide awake. It works 
best when the disease is largely unilat- 
eral. The Kenny Foundation has given 
large sums to help Dr. Cooper in his 


work. As all physicians know, the several 
atropinelike drugs that have been syn- 
thesized can help only a few of the suf- 
ferers. 

The operation is fairly safe, and it 
works in a considerable percentage of 
cases. I recently had a good visit with 
Dr. Cooper, and he tells me that already 
a number of surgeons in this country 
and England are performing this type 
of pallidectomy, and are reporting some 
good results with it. Occasionally, it pro- 
duces a hemiplegia. 

W.C.A. 


Why no age limit for legislators? 


I WAS JUST READING that, in England, 
Parliament has now decreed that at 
the age of 65 a physician “shall be unfit 
by reason of age to treat patients in the 
Health Service, and to teach medical 
students.” But curiously, as the editor of 
the New England Journal of Medicine 
said recently, according to the customs of 
England and apparently approved of by 
the same Parliament, the Lord Justice 
“may continue to occupy the bench as 
long as he can totter into it or be carried 
up to it—and there make grave juridical 
decisions.” 

\ time should come when the hun- 
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dreds of thousands of able and youngish 
and perfectly competent men who are 
deprived of their occupation at the age 
of 65 should rise up and ask why a 
United States senator should continue 
in office into his nineties or just so long 
as he can stagger into his seat. Why 
should he be allowed to drooi on, as a 
well-known senator once did, long after 
he had grease stains down his coat, testi- 
fying, as did the stupidity of his speech- 
es, to the fact that much of his brain had 
been injured by cerebral arteriosclerosis 
and little strokes. 

W.C.A. 
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Staphylococcus Enterocolitis 

J. R. PAINE. Nebraska M. J. 43: 433-438, 

1958. 
The onset of staphylococcus enterocolitis is 
sudden, usually beginning on the second to 
fourth postoperative day in surgical pa- 
tients, and is characterized by copious diar- 
rhea which soon thin, watery, 
ereenish or brown fluid containing mucous 
shreds and desquamated mucosa. In a few 
cases, diarrhea is absent, but fluid is re- 
tained within the bowel lumen. The _pa- 
tient is quickly exhausted and complains 
of anorexia and nausea, and abdominal dis- 
tention is seen. If the response to treatment 


becomes 


is poor, the temperature rises to 106° F. or 
more in hours to days, and the patient be- 
comes restless and confused; when sweating 
is followed by circulatory collapse, prognosis 
is poor. Three-fourths of patients die of 
shock within twenty-four hours of onset. 

Stool cultures are usually positive for he- 
molytic Staphylococcus aureus, coagulase 
positive. Sometimes cultures are consistent- 
ly negative, but, at autopsy, organisms are 
present in abundance in bowel fluid. Blood 
cultures are usually negative, indicating a 
relationship of shock to massive fluid loss 
rather than to septicemia. 

\t autopsy, the small bowel and, to a 
extent, the colon are intensely in- 


The lumen contains cloudy fluid 


lesser 
flamed. 
with mucus, mucosal shreds, and, occasion- 
ally, complete casts of intestinal segments. 
Microscopically, the casts contain mucus, fi- 
brin, leukocytes, and bacteria. The mucosal 
surfaces are raw and shaggy but not hemor- 
rhagic; bacterial masses are numerous. 

The cause of the syndrome is not known. 
Antibiotic therapy may upset the balance of 
bacterial flora in the intestinal tract. Resist 
ant strains of staphylococcus then enter, pro- 
liferate freely, and invade and destroy mu- 
cosa. Staphylococcal resistance may occur in 
one or more of 4 ways: (1) formation and 
proliferation of mutants resistant to the 
antibiotic, with survival as a true strain; 
(2) formation of 
survival only as long as the antibiotic is 


resistant mutants, with 


given; (3) overgrowth of naturally resistant 
organisms within the bacterial population; 


and (4) absorption from the intestine cf 
small quantities of an’ antibiotic drug, which 


990A 


then act enzymatically on distant organisms 
before the bacteria enter the tract. 

Successful treatment must be begun early. 
Diarrhea in any hospitalized patient should 
be suspected to be of staphylococcal origin 
and smears and cultures of fecal discharges 
made promptly. Sensitivity studies furnish 
accurate information for subsequent treat- 
ment. All antibiotics should be stopped; if 
cultures show staphylococci, 250 mg. ery- 
thromycin is given every four hours. Oral 
neomycin may be useful if bacteria are re- 
sistant to erythromycin, and lactobacilli are 
helpful in restoring normal intestinal flora. 
The most important treatment involves 
prompt replacement of the massive fluid 
and protein losses. Gastric suction will aid 
in prevention of bowel distention. Circula- 
tory collapse with shock is treated with nor- 
epinephrine to sustain blood pressure as the 
speed of fluid replacement is increased. 
ACTH or cortisone given for forty-eight to 
sixty hours often serves to reduce inflamma- 
tion, lower fever, and induce a general state 
of well-being. 

The most effective prophylactic measure 
is discriminating use of broad-spectrum 
antibiotics, and others include isolation of 
infected patients to prevent cross infection, 
sterilization of equipment, and_presurgical 
bowel preparation with nonabsorbable sulfa 
drugs. At surgery, culture of bowel contents 
may indicate staphylococcal overgrowth be- 
fore onset of symptoms, and measures to 
forestall trouble can be taken. 

In 19 cases of death from staphylococcal 
enterocolitis, the majority of patients were 
in the seventh or eighth decade of life, frail. 
and chronically ill. The condition had de- 
veloped postoperatively in all but 2 cases. 
Penicillin or penicillin-streptomycin were 
the antibiotics most commonly given prior 
to the disorder. Death may occur as early 
as twelve hours after onset of diarrhea but 
usually occurs after two to four days 


Mesenteric Arterial Insufficiency 
J. R. DERRICK and w. b. LOGAN. Surgery 44: 
823-826, 1958. 
Arteriosclerosis severe enough to compro- 
mise arterial flow to the intestine could con- 
ceivably give rise to abdominal pain or de- 
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creased intestinal function resulting in con- 
stipation and postprandial distention. Also, 
the unexpected poor result of intestinal sur- 
gery in older persons may at times be ex- 
plained on the basis of arteriosclerotic arte- 
rial insufficiency. 

In a study of the cross sectional area of 
the superior mesenteric artery in 75 un- 
selected necropsies, 28 demonstrated some 
arteriosclerotic narrowing, which varied 
from 12 to 86 per cent of the area. The 
point of narrowing occurred consistently at 
a point 0.25 to 1.0 cm. distal to the aortic 
orifice of the artery. 

Vith gradual occlusion of the superior 
mesenteric artery, as may occur with aging, 
a compromised blood supply may be in- 
competent to handle large meals, although 
collateral channels may be established to the 
extent that bowel viability and function are 
unimpaired. 

Transient abdominal symptoms may re- 
sult from secondary occlusion of smaller 
mesenteric vessels, causing small areas of 
intestinal infarction or mucosal ulcers. Sud- 
den complete occlusion of the superior mes- 
enteric artery without established collateral 
channels may terminate in necrosis of the 
bowel. 

The feasibility of sacrificing the hepatic, 
superior mesenteric, or renal arteries and 
satisfactorily replacing them with other 
intra-abdominal arteries has been demon- 
strated in a series of dogs. 

Perhaps exploratory operations for gall- 
bladder disease, peptic ulcer, and suspected 
cases of carcinoma would not be performed 
if the symptom complex of intestinal arterial 
insufficiency were kept in mind. 


Medical Considerations in Cancer 
Surgery of the Aged 
S. DVOSKIN. J. Iowa M. Soc. 48: 
1958. 


587-592, 


A group of 134 patients 65 years of age and 
older with surgically treated cancer was 
studied to ascertain the extent of pre- and 
postoperative medical care required. 

A careful medical work-up was performed 
in each case so that, on admission to the 
hospital, a fairly good profile of the pa- 
tient’s tumor and general medical status 
was available. Any abnormalities discovered 
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during the work-up were then corrected. 
Cardiovascular complications, including hy- 
pertension, angina, atrial fibrillation, tachy- 
cardia, cardiac decompensation, and valvular 
disease, were most frequently encountered. 

Diabetic patients were given 10 units of 
regular insulin in the infusion of 5 per cent 
dextrose on the day of surgery, subsequent 
dosage being determined on the basis of 
sugar in urine specimens. Postoperative 
complications were varied, with pulmonary 
infection and atelectasis being frequent. 
Some patients required adrenal steroids be- 
cause of adrenal insufficiency caused by tu- 
mor involvement or supression of the gland 
due to previous corticoid therapy. 

With the exception of deaths resulting 
from extensive carcinomatosis, mortality 
rates in this study were about the same as 
for patients operated on for noncancerous 
conditions. 

Close cooperation between the surgeon, 
anesthesiologist, and internist is mandatory 
in the care of the geriatric patient under- 
going cancer surgery. 


Dyspnea as a Symptom in 
Parkinson’s Syndrome 
C. A. NUGENT, H. W. HARRIS, J. COHN, C. CG. 
SMITH, and F. H. TYLER. Am. Rev. Tuberc. 
78: 682-691, 1958. 
Parkinsonism may result in a wide variety of 
functional dyspnea, 
which is not uncommon and may be due to 
altered neurologic functions. 


disabilities, such as 


Respiratory studies on 9 patients with 
Parkinson’s syndrome revealed that 5 had 
dyspnea on mild exertion. This symptom 
occurred in those patients with the most im- 
paired muscle control and in _ those who 
were most incapacitated by the disease. No 
primary cardiac, pulmonary, or systemic dis- 
ease other than parkinsonism could be 
found to explain the respiratory insufh- 
ciency. 

The maximum breathing capacity of the 
5 dyspneic patients averaged 56 per cent of 
the predicted normal. This marked decrease 
may, in part, have been the result of dimin- 
ished respiratory strength and increased ri- 
gidity of the chest wall, which are not un- 
common in these patients. Poor muscle con- 
trol and decreased ability to perform rapid, 
repetitive movements were associated with 
the respiratory defect. The maximal breath- 
ing capacities of 2 patients increased on 


(Continued on page 96A) 
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drug therapy. All of the dyspneic patients 
achieved higher minute ventilations on se- 
vere exertion than during the performance 
of the voluntary maximal breathing capac- 
ity test at rest. 

Pulmonary function studies offer an ob- 
jective measure of part of the neurologic 
impairment in parkinsonism and may be 
useful in following responses to therapy. 


Measurement and Maintenance of 

Natural Skin Oil 
H. J. spoor. New 
$299, 1958. 


3999. 


York J. Med. 58: 


Patients presenting with a pruritic dry der- 
matitis or a form of dry eczema frequently 
from deficient surface skin oil. These 


oil losses may be caused by (1) soap, deter- 


suffer 


gents, or water; (2) poorly functioning se- 
allergic 


diseases, such as atopic eczema and _local- 


baceous glands in the elderly; (3) 


ized or disseminated neurodermatitis; and 
(4) dry dermatoses, such as psoriasis, sebo- 
rrhea, xeroderma, or post-toxic eruption. 
Local deficiencies may be measured quan- 
titatively by lens paper samples exposed to 
osmic acid vapor or qualitatively by direct 


observation after vapor application. 


Treatment involves conservation of natu- 
ral oil in addition to primary treatment of 
the dermatosis. Emollient baths are recom- 
mended for decreasing the loss of natural 
with Sardo, a 


water-dispersible type of bath oil, as ad- 


skin oil, administration of 
junct therapy. Previous conventional derma- 
tologic baths using starch and oatmeal prep- 
arations have been found to be too drying 


to the already oil-deficient skin. 

In a series of 40 patients who received the 
prescribed baths as adjunctive therapy to 
regular dermatologic care, 


results were im- 


pressive in 38 cases. 


Clinical Effects of the Combined 


Administration of Nicotinamide and 


Metrazol to a Group of Ten Geriatric 
State Hospital Patients 


E. B. 
M.A. 
\ medicinal preparation which will allevi- 
ate cerebral 


PHIPPS and F. D. HOGLE. J. Indiana 


51: 1661-1663, 1958. 


impairment has long been 


96A 


sought for the aged. Nicotinamides increase 
cerebral blood flow and work through the 
co-enzyme system connected with utilization 
of riboflavin, thiamine, and other com- 
pounds of the vitamin B complex. When 
Metrazol, which is a cerebral cortical stimu- 
lator, administered 
simultaneously, a clinically measureable ef- 
fect can be noted in elderly people. 


and nicotinamide are 


An elixir containing 50 mg. nicotinic acid 
and 100 mg. Metrazol per dram is given in 
doses of 1 dram three times daily for two 
weeks and then 2 three times a 
day for eight weeks. During and following 
this ten-week course of therapy, elderly pa- 
tients respond with increased energy. FPa- 
tients who are relatively secure exhibit an 
increase in the “sense of well-being,” while 
those who are basically unstable respond 
with enhancement of the “sense of ill-being” 
or show further symptoms of stress, includ- 
ing irritability, insecurity, or return to psy- 
chotic mechanisms of defense. 


drams 


Caution is strongly indicated in adminis- 
tration of an elixir of Metrazol with nico- 
tinamides to elderly individuals in whom 
the basic difficulty is an unstable ego. 


The Effect of Age on the Non-Haemin 
Iron in the Human Brain 

B. HALLGREN and Pp. SOURANDER. J]. Neuro- 

chem. 3: 41-51, 1958. 
The quantity of nonhemin iron in_ the 
brain varies with age and is largely inde- 
pendent of the amount of iron storage in 
iron depots. An increase of nonhemin iron 
occurs with advancing age in all regions of 
the brain except the medulla 
The rise in iron value is rapid during the 
first two decades and then is more gradual. 

Less iron is found in the phylogenetically 
younger centers than in the phylogenetically 
older areas. The highest amount is found 


oblongata. 


in the centers of the extrapyramidal system, 
which have three to six times as much non- 
hemin iron as the cerebellar cortex. 

The nonhemin 
the cerebral cortex shows the highest con- 


distribution of iron in 
centration in the motor cortex followed by 
occipital, sensory, and parietal areas. The 
lowest figures were found for the prefrontal 
and temporal cortex. 

Comparison of age correlation for non- 
hemin iron and for oxygen consumption in- 
dicates that the rapid rise in nonhemin 
iron during the first decades of life corre- 
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sponds to the rapid decline in oxygen util- 
ization. In the following period, the more 
gradual fall in oxygen consumption is paral- 
leled by a slower increase in nonhemin 
iron. The nonhemin iron may participate 
in the electron transport system of the mit- 
ochondria. The soluble iron-containing pro- 
tein in the brain is similar to and probably 
identical with ferritin. 

The cortex of normal brains in individ- 
uals under 65 does not show histologically 
detectable iron. In old people, a minimal 
amount of such iron appears in the occipital 
and motor cortex. 


Gastric Exfoliative Cytology: An Aid to 
Early Diagnosis of Gastric Carcinoma 
A. P. GREER, L. J. LANCASTER, and R. F. 
jones. Bull. Mason Clin. 12: 115-123, 1958. 


The cytologic technic for the diagnosis of 
gastric carcinoma offers a high incidence of 
accurate diagnosis of early or surface tu- 
mors. In the case of penetrating or deep le- 
sions or in those instances in which gastric 
motility is altered, this technic is of limited 
value in ruling out malignancy, since it will 
not produce diagnostic cells. Cytologic exam- 
ination of the exfoliated gastric mucosal cells 
should be done in patients with confirmed 
hypo- or achlorhydria. Any patient with 
gastric ulcer, gastric polyps, pernicious ane- 
mia, or chronic gastritis and all patients 
over 40 years of age who have equivocal 
findings of gastric carcinoma should be 
studied by exfoliative cytology following gas- 
tric lavage. 

The chymotrypsin technic of gastric la- 
vage as described by C. E. Rubin was em- 
ployed in 50 patients with suspected gastric 
malignancy of whom 8 were proved to have 
carcinoma and I, leiomyosarcoma, by tissue 
examination. There was only 1 false posi- 
tive, and that was in a patient with gastric 
ulcer with pyloric obstruction in which la- 
vage produced a food-contaminated aspirate. 
Patients with gastric outlet obstruction 
should be adequately prepared, since 2 ad- 
ditional false negatives were found when 
this complication was present. 

Positive diagnosis by cytology was made 
in 2 patients, both of whom had surface le- 
sions at operation; one was found to have 
no demonstrable lesion on fluoroscopic ex- 
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amination. In the remaining 6 patients, di- 
agnosis was evident radiographically. 

Use of the cytologic technic in addition 
to the usual laboratory and radiologic meth- 
ods affords accurate preoperative diagnosis 
of gastric carcinoma in 95 per cent or more 
of cases. 


The Prevention and Care of Respiratory 
Infections in the Elderly 

T. H. HOWELL. Practitioner 181: 713-718, 

1958. 

Chronic bronchitis is always a_ potentially 
lethal infection in the elderly patient. Fre- 
quently, a respiratory infection is the final 
complication which tips the balance. 

Since the clear-cut entities of the textbook 
are so seldom seen in elderly patients, diag- 
nosis and classification may be difficult and 
fallacious. The posture of the patient and 
the rate of respiration are generally better 
guides to the severity of the infection than 
are the temperature or the physical signs. 

The power to resist bacterial invasion 
often diminishes in later life. The reactions 
of the aged patient to cold are notably in- 
efficient; extremes of temperature and di- 
urnal changes in temperature should be 
avoided. Fog and smog are other well- 
known lethal agents. Cessation of smoking 
should be one of the first steps in the treat- 
ment of chronic bronchitis. 

The most common pathogenic organisms 
cultured from the sputum of patients with 
respiratory infections are Diplococcus pneu- 
moniae and Hemophilus influenzae. Treat- 
ment of acute pharyngobronchitis should be 
directed against these organisms. Aerosol 
therapy three times a day is most useful in 
these patients, using 500,000 units of penicil- 
lin and 0.5 gm. of streptomycin dissolved in 
saline. By the fifth day, the bacterial flora 
has changed, and no great improvement is 
likely to follow further aerosol therapy. 
This form of therapy is best suited for the 
early stages of the descending infection. 

Patients with clinical signs of involvement 
of pulmonary parenchyma or exacerbations 
of chronic bronchitis are best treated with 
injections of antibiotics. Penicillin is the 
drug of choice when the dominant organ- 
ism is the pneumococcus. Chloramphenicol 
may be used for a short time when the 
sputum shows a heavy infection of H. in- 
fluenzae. 

Elderly patients should be given adequate 
time for convalescence and rehabilitation. 
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In addition to simple glomerular 
filtration, FURADANTIN is actively 
excreted by the tubule cells. 


In the treatment of pyelonephritis, it is important to select an agent such as 
Furadantin which—in addilion to its glomerular filtration—is secreted by 
the tubule cells. On the other hand, it has been demonstrated that sulfona- 
mides, both free and acetylated, are excreted primarily by glomerular fil- 
tration,? and that ‘‘the mechanism of excretion of tetracycline is solely a 
glomerular filtration process without tubular involvement.’’* 


In pyelonephritis ... FURADANTIN, first 


Furadantin ‘‘may be unique as a wide-spectrum antimicrobial agent that is 
bactericidal, relatively nontoxic, and does not invoke resistant mutants. The 
importance of an agent with these characteristics that could be used for a 
long period in the treatment of chronic pyelonephritis has been recognized, 
and it is in this sphere that nitrofurantoin may have its greatest use.’’* 


Available as Tablets, Oral Suspension. 


References: 1. Smith, |. M., and Lenyo, L.: Am. Practitioner 9:78, 1958. 2. Bass, A. D.: Chemotherapy 
of Bacterial Infections II: Sulfonamides, in Drill, V. A., ed.: Pharmacology in Medicine, New York, 
McGraw-Hill Book Co., Inc., 1954. 3. Pindell, M. H., et al.: J. Pharm. Exp. Ther. 122:61A, 1958. 
4. Waisbren, B. A., and Crowley, W.: A.M.A. Arch. Int. M. 95:653, 1955. 
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Activities and 
Announcements 


Ill news and announcements for this department 

should reach the editorial office six weeks before 
publication date. Please direct all communica 
tions to News Editor, Gertarrics, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 


Geriatrics Society to Meet 

The sixteenth annual meeting of the Amer 
ican Geriatrics Society will be held at the 
Traymore Hotel in Atlantic City June 4 and 
5. For hotel reservations, write to Mr. Wil- 
liam: Stern, Reservation Manager, the ‘Tray- 


more Hotel, Atlantic City, New Jersey. 


Gerontological Society Plans Meeting 

The twelfth annual meeting of the Geron- 
tological Society, Inc., will be held Novem- 
ber 11 to 13 at the Statler Hotel in Detroit. 
Dr. Wilma Donahue of the University of 
Michigan is program chairman, and section 
chairmen include Dr. Warren Andrew, bi- 
ologic sciences; Dr. Robert Monroe, clinical 
medicine; Dr. Marian Bunch, 
psychologic sciences; Jerome Kaplan, social 


social and 


welfare; and Herbert Shore, general mem- 
bership. 


Vichigan Conference to be Held 

The University of Michigan’s twelfth annu- 
al Conference on Aging will be held June 
22 to 24 at Ann 
theme, Designs for Retirement, will be dis- 
health, 
housing, preparation for retirement, and use 


Arbor. The Conference 


cussed as it relates to financing, 
of time after retirement. Further informa- 
writing to Dr. 
Wilma Donahue, Institute of Gerontology, 
1510 Rackham Building, the University of 
Michigan, Ann Arbor. 


tion may be obtained by 


Annual Southern Conference on 
Gerontology 

Society and the Health of Older People will 
be the theme of the ninth annual Southern 
Conference on Gerontology, which will be 
held on the campus of the University of 
Florida March 19 to 20. The program will 
deal primarily with psychosocial aspects of 
wellness and illness. Sessions will be devoted 
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to the challenge of optimum health in old 
age; anthropologic, sociologic, and psycholo- 
gic aspects of health; social factors in the 
health of the elderly as seen from the stand- 
point of the physician, the social worker, 
the nurse, and the biologist; and public and 
professional aspects of the health care of 
the aged. Among the distinguished partici- 
pants in the conference will be Dr. Halbert 
L. Dunn, chief of the National Office of 
Vital Statistics; Dr. Marion Loftin, Mississip- 
pi State College, Dr. Ethel Shanas, the Uni- 
versity of Chicago; Dr. R. W. Kleemeier, 
Washington University (St. Louis); Dr. C. 
C. Osterbind, the University of Florida; Dr. 
Samuel Gertman, the University of Miami; 
and Dr. Albert B. Hardy, the Florida State 
Board of Health. Further information may 
be obtained from Dr. Irving L. Webber, In- 
stitute of Gerontology, or Dr. Robert. L. 
Fairing, General Extension Division, Uni- 
versity of Florida, Gainesville. The meetings 
are sponsored by the Institute and the Gen- 
eral Extension Division. 


Leadership Training Institute 
Announced 

\s a cooperative effort with the University 
of Michigan, the Special Staff on Aging of 
the U. S. Department of Health, Education, 
and Welfare will conduct a National Lead- 
ership Training Institute for the White 
House Conference June 24 to 26 at Ann 
Arbor. The Institute will convene following 
the University of Michigan’s twelfth annual 
Conference on Aging. The Institute, which 
is designed for those individuals responsible 
for local, state, and national activities in 
connection with the White House Confer- 
ence, will be concerned with the purposes, 
objectives, and procedures of the Confer- 
ence, with the aim of helping the organiza- 
tions at all levels plan their programs and 
activities for 1959-1960. 


Regional Conference Planned 

The National Committee on the Aging, Na- 
tional Social Welfare Assembly, will hold a 
regional conference April 15 to 17 at the 
Statler Hotel in St. Louis, which will be 
attended by representatives from Illinois, 
Iowa, Kansas, Kentucky, Missouri, Nebraska, 
and Oklahoma. The purpose of the meeting, 
which will center around the theme, The 
Later Years—Independent and Productive, is 


(Continued on page 108A) 
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application of this preparation over periods of 2 to 3 weeks.” 


For total management of itching, inflamed, infected skin lesions, Mycolog contains 
triamcinolone acetonide, an outstanding new topical corticoid for prompt, effective 
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ful antibacterial action’ — and nystatin for treating or preventing Candida (Monilia) 
albicans infections.®*® 
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tasting Agoral works gently 
and effectively, without dis- 
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normal bowel movement the 
following morning. At the 
hospital, too, nurses and 
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value the convenience and 
dependability of Agoral.To 
promote natural bowel func- 
tion, prescribe nonhabit- 
forming Agoral. 
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to call attention to significant needs of our 
older population and to stimulate action on 
state and local levels. For further informa- 
tion, write to the general conference chair- 
man, J. W. Gonterman, Jr., 224 South Bem- 
iston, Clayton 5, Missouri. 


National Society to Hold Convention 
The National Geriatrics Society, an organi- 
zation of institutions for the aged with geri- 
atric programs, will hold its annual con- 
vention and exposition April 14 to 16 at the 
Hotel Morrison in Chicago. For further in- 
formation, write to the convention chair- 
man, S. H. Hoffman, 225 East 234th Street, 
Bronx 70, New York. 


International Congress to Meet 

The Fifth Congress of the International As- 
sociation of Gerontology will be held August 
7 to 14, 1960, in San Francisco. The provi- 
sional program will include sections on bio- 
logic sciences, clinical medicine, psychology 
and social sciences, and social welfare and 
also general meetings and symposia which 
will make it possible for all members of the 
become acquainted with the 
work being done in the fields of gerontology 
other than their own. For further informa- 
tion, write to the president of the Congress, 
Mr. Louis Kuplan, Citizens’ Advisory Com- 
mittee on Aging, 722 Capitol Avenue, Sac- 
ramento 14, California. 


Congress to 


GP’s to Meet 

The American Academy of General Practice 
will hold its eleventh annual Scientific As- 
bere April 6 to 9 at the Civic Auditorium 
in San Francisco. The scientific program will 
feature 28 prominent physicians, and more 
than 100 scientific and 300 technical exhibits 
will be prepared for the 7,000 doctors and 
guests expected to attend. Among the topics 
to be discussed are immunology, public 
health and medicine, hypertension, cardi- 
ology, surgical convalescence, lower abdomi- 
nal surgery, burn therapy, menopausal and 
postmenopausal therapy, headache and head 
pain, the parkinsonian syndrome, and dia- 
betes. 

(Continued on page 110A) 
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The acutely excited patient can be quickly calmed when SPARINE 
is on hand in the physician’s bag. In both medical and mental 
emergencies, SPARINE quiets hyperactivity, encourages cooperation, 
and simplifies difficult management. 


SPARINE gives prompt control by parenteral injection and effective 
maintenance by the intramuscular or oral route. It is well tolerated. 


Comprehensive literature supplied on request 
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109A 











Activities and Announcements European Gerontologic Section 
(Continued from page 108A) as Convene ee ara? 

The European Clinical Section of the In- 

Physical Therapists to Convene ternational Association of Gerontology will 
* fn nae meet June 25 to 28 in Nancy and Vitiel, 
France. Subjects to be discussed include the 
treatment of apoplectic ictus and the degen- 
erative disorders of bones and joints in old 
age. For further information, write to the 
chairman of the Association, Professor R. 
Herbeuval, 43 Avenue Foch, Nancy, France. 


The thirty-sixth annual conference of the 
American Physical Therapy Association will 
be held at the Hotel Leamington in Min- 
neapolis June 21 to 26. The scientific pro- 
gram will be centered around the subject of 
pain, with emphasis on the neuroanatomic 
and neurophysiologic relationships of pain. 
For further information, write to the execu- e 
tive director of the Association, Annetta 


ap ees = ‘ ; Other Meetings of Geriatric Interest 
Corneil Wood, 1790 Broadway, New York : 


March 18—Kirkpatrick Memorial Work- 


City 19. ai : 
shop on Aging, filth annual meeting, Ball 
e State Teachers College, Muncie, Indiana. 


April 5 to 9—International Academy of 
4 Proctology, eleventh annual convention, The 
The tentative date for the annual meet- R i ; % 
; 3 ; : oa Plaza, New York City. 
ing of the Western Gerontological Society, , 
ae . . “ Pee 5 : i] ¢ 9 >), yee) , 
which will be held in San Francisco, is May April 9 to 12—American Association for 
. . 4 : te 2 > . . © A 
93. For further information, write to the Cancer Research, Haddon Hall, Atlantic 
secretary of the Society, Mrs. A. M. G. Rus-  ©ity: 
sell, Peninsula Volunteers, Inc., 800 Middle April 27 to May 4—American Association 
Avenue, Menlo Park, California. (Continued on page 116A) 
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1. For new hypertensive patients Singoserp is the ideal antihyperten- 
sive drug for new patients because it lowers blood pressure without 
creating the side effects problem posed by conventional rauwolfia agents. 


2. For hypertensive patients already undergoing drug treatment 
Singoserp, added to any antihypertensive regimen, makes it possible 
to maintain blood pressure levels achieved with more potent agents, 
while reducing their dosage requirements—or even eliminating them 
altogether in some cases. 


infrequent side effects—“The chief advantage of [Singoserp] over 
other Rauwolfia derivatives seems ...to be the relative infrequency with 
which it produces disturbing side effects.” 


—“It [Singoserp] is approximately equipotent to reserpine 
as a lrypotensive agent but is definitely less sedative or tranquilizing.” 


‘elieved—‘‘In those patients who had been depressed, 
Siaieowie: p] was substituted for other Rauwolfia preparations and within 
a period of one to two weeks this depression was relieved.’ 


Created in the laboratory by altering the 
reserpine molecule so as to preserve its antihy- 
pertensive property and virtually eliminate its 
undesirable side actions. 


Dosage: J New Patients: Average initial dose, 1 to 2 tablets (1 to 2 mg.) daily. Some 
patients may require and will tolerate 3 or more tablets daily. Maintenance dose will 
range from 14 to $ tablets (0.5 mg. to 3 mg.) daily. When necessary for adequate con- 
trol of blood pressure, more potent agents may be used adjunctively with Singoserp 
in doses below those required when they are used alone. Jn Patients Taking Other 
Antihypertensive Medication: Add 1 to 2 Singoserp tablets (1 to 2 mg.) daily. Dosage 
of other agents should be revised downward to a level affording maximal control of 
blood pressure and minimal side effects. 


Supplied: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. 


References: 1. Herrmann, G. R., Vogelpohl, E. B., Hejtmancik, 
M. R., and Wright, J. C.: To be published. 2. Wolffe, J. B.: Mod. C I B A 
Med, 26:253 (Feb. 1) 1958. 3. Bartels, C. C.: To be published. SUMMIT, N. J. 
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for the Study of Neoplastic Diseases, Hotel 
Greystone, Gatlinburg, ‘Tennessee. 

May 26 to 29—American College of Cardi- 
ology, Benjamin Franklin Hotel, Philadel- 
phia. 

June 6 to 7—American Diabetes Assocta- 
tion, Chalfonte-Haddon Hall, Atlantic City. 

June 8 to 11—American Hearing Society, 
annual meeting, Fontaine Bleu Hotel, M1i- 
ami Beach. 

February 23 to 26, 1960—American Prot- 
estant Hospital Association, annual meeting, 
Dreshler Hilton, Columbus, Ohio. 

January 1961—Second White House Con- 
ference on Aging, Washington, D. C. 

e 
Fellowships in Social Gerontology 
Under the auspices of a grant from the Na- 
Institutes of Health, the Inter-Uni- 
versity Training Institute in Social Geron- 
tology, University of Michigan, announces 
10 faculty fellowships for the second Sum- 
mer Training Institute in Social Gerontol- 
ogy to be held August 3 to 28 at Berkeley, 
with the University of California serving as 
the host institution. 
given to provide intensive training for social 


tional 


The course is being 


scientists and related professional faculty in 
order to increase the number of university 
faculty trained to teach and carry on re- 
search in this rapidly expanding field. A 
group of authorities in anthropology, psy- 
sociology, economics, 


chology, psychiatry, 


and other social sciences will lecture and 


lead faculty discussion groups covering the 
basic scientific perspectives of the psycho- 
logic and social aspects of aging, and, in 
addition, field trips, and 
special lectures will deal with selected as- 
pects of programs and institutions in the 


demonstrations, 


field of aging. Fellowships are open to col- 
lege faculty trained in one of the social sci- 
ences or related professional fields, such as 
public health, social work, education, and 
nursing, and actively interested in develop- 
ing courses and teaching programs in ger- 
ontology at their institutions. The Institute 
will pay the transportation costs and pro- 
vide living accommodations for fellows who 
will receive an award of $500. For applica- 
tions and further information, write to Dr. 
Wilma Donahue, Director, Institute for So- 
cial Gerontology, 1510 Rackham Building, 
the University of Michigan, Ann Arbor. 
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Workshop Series Continued 

Currently in progress is another in the ger- 
ontology workshop series of the University 
of New Hampshire Extension Service. ‘This 
series, Which began February 10, consists of 
6 successive Tuesday evening meetings and 
is designed to instruct volunteer workers, 
recreation leaders, and others working with 
older people who are homebound or resi- 
dents of homes for the aged, nursing homes, 
and hospitals in making a variety of articles 
using inexpensive and available materials. 
Emphasis is on simplicity and quality of 
construction and design so that older per- 
sons, who will be under the guidance of the 
course participants, will be provided with 
satisfying creative activities and will be en- 
couraged to develop new interests. For fur- 
ther information, write to Mrs. Helen Wil- 
son, Extension Specialist in Gerontology, 
University of New Hampshire, Durham. 


White House Conference Committee 
Appointed 

A Liaison Committee for the 1961 White 
House Conference on Aging has been named 
by the National Committee on the Aging of 
the National Social Welfare Assembly. Mem- 
bers of the new Committee include Albert 
J. Abrams, New York State Joint Legisla- 
tive Committee on Problems of the Aging; 
Richard S. Bachman, Ohio Citizens Council 
for Health and Welfare; A. L. Belcher, Pills- 
bury Company; Mother M. Bernadette de 
Lourdes, Mary Manning Walsh Home; Dr. 
Michael M. Goldwater Memorial 
Hospital; Howard E. Gustafson, Health and 
Welfare Council of Indianapolis; Charles EF. 
Odell, United Automobile Workers: and 
Morris Zelditch, Council of Jewish Federa- 
tions and Welfare Funds. 


Dasco, 


Cardiovascular Research Grant 

The National Heart Institute has awarded 
a grant of approximately’ $200,000 to the 
New York University-Bellevue Medical Cen- 
ter for a five-year study of cardiovascular 
rehabilitation. ‘The project, which is con- 
cerned with preventive measures that will 
make possible the early recognition and de- 
laying of coronary heart disease, is under 
the direction of Dr. Howard A. Rusk, pro- 
fessor and chairman of the department of 
physical medicine and rehabilitation, and 
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Dr. Menard M. Gertler, cardiologist, asso- 
ciate professor, and director of research 
within the department. Medical statistical 
data will be obtained from three general 
groups, including noncoronary patients most 
prone to the development of coronary heart 
disease, noncoronary patients least prone to 
the development of coronary heart disease, 
and patients who have had coronary heart 
attacks. Patients will be selected from the 
department's 500 rehabilitation beds in the 
Institute of Physical Medicine and Rehabil- 
itation, the rehabilitation services at The 
Bellevue Hospital Center and Goldwater 
Memorial, University, and St. Albans  hos- 
pitals, and other afhliated services. The 
“healthy” candidates will be mainly chosen 
from a group of large industrial organiza- 
tions who have volunteered to cooperate. 


Ford Grants Announced 
The Ford Foundation has made three grants 


for work on aging, including ¢ 


BS 


grant olf 





THE WM. S. MERRELL COMPANY 








$17,500 to the Council on Social Work Edu- 
cation for a seminar among social work edu- 
cators and practitioners in the field of aging 
to explore training needs in social welfare 
services for older people; a $350,000 grant 
to the University of Michigan for research 
on social and economic factors influencing 
the health problems of older people; and a 
$25,000 grant to the University of North 
Carolina for studies of reactions of older 
people to retirement and urbanization. 


Vew Cardiac Unit 

Under a grant from the Chicago Heart As- 
sociation, a Cardiac Work Evaluation Unit, 
whose purpose it is to evaluate the abilities 
of the cardiac patient who wishes to return 
to work, has begun operating at the Rest 
Haven Rehabilitation Hospital in Chicago. 
Patients are eligible for the service upon re- 
ferral from a physician, clinic, or health 
agency, to whom a detailed report of the 
findings are forwarded upon evaluation of 
the patient. The Unit consists of a team of 
specialists, including a cardiologist, voca- 
tional counselor, medical social worker, and 
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clinical psychologist, who test, examine, and 
interview the patient to determine his abil- 
ity to work, both from a medical and _ psy- 
chologic viewpoint, and his proper place in 
industry. The Unit also provides assistance 
in selective job placement, depending upon 
the total evaluation of the patient’s physical 
status, capacities, and aptitudes. 


Grant Awarded for Homemaker Project 
A grant of $20,000 has been made by the 
Doris Duke Foundation to the North Caro- 
lina State Board of Public Welfare to dem- 
onstrate homemaker services to the aged for 
a two-year period. The project will be set 
up in three counties to be chosen from 
among those which have requested partici- 
pation. In order to demonstrate how public 
welfare uses various types of service for 
older people, the counties selected must 
have at least one boarding home for adult 
white persons and one for adult Negroes. 
The homemaker in each county will be 
under the supervision of the supervisor of 
boarding homes for the aged. The Founda- 
tion and the Federal Government will each 


OniC 


BRIGHTEN THE OUTLOOK 


ALERTONIC alerts the listless, blue pa- 
tient, brightens his outlook fast, con- 
tains a safe, effective psychic energizer.* 


pay 50 per cent of the salary and _ travel 
costs, and other administrative costs will be 
absorbed in the county welfare budget. 


Psychologic Research Program 

A doctoral training program emphasizing re- 
search on the psychology of aging has been 
established by Washington University in St. 
Louis with support from the National In- 
stitute of Mental Health. The purpose of 
the program is to increase the number of 
research and teaching personnel in_ this 
field. Several traineeships are available 
which provide stipends of $2,400 each for 
the calendar year, and the student may re- 
ceive the stipend for each of the four years 
of graduate study in the program. The re- 
search of the students will be under the 
supervision of Dr. Robert W. Kleemeier. 

© 

New Geriatric Unit Opened 

The dedication ceremony of Sparks Manor, 
the geriatric unit of Sparks Memorial Hos- 
pital at Fort Smith, Arkansas, took place 
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November 9, and, on November 17, the first 
residents were admitted. The new unit pro- 
vides services for ambulatory, semi-ambula- 
tory, bedfast, and advanced senile patients. 
Before being admitted to the Manor, the 
applicant, who will be visited by a social 
worker in his home request, must 
have a thorough physical examination by a 
physician of his choice. Equipment includes 
infrared lamps, an electric whirlpool, hydro- 
therapy tank, 
X-ray unit, and emergency oxygen. Marvin 
Altman, administrator of the Hospital, is 
the Manor. 


upon 


two resuscitators, a mobile 


the executive director of 
° 


Hospital Needs of Retired Aged 
According to a statement adopted by its 
House of Delegates, the American Hospital 
Association is “convinced that retired aged 
persons face a pressing problem in financing 
their hospital care.” The A.H.A. further 
“believes that federal legislation will be nec- 
essary to solve the problem satisfactorily, . . . 
that all possible solutions must be vigorous- 
ly explored, including methods by which 
the dangers inherent in the social security 
approach can be avoided, that every 
realistic effort should be made to meet the 
hospital needs of the retired aged promptly 
through mechanisms utilizing existing  sys- 
tems of voluntary prepayment, .. . and that 
any legislation developed to provide for gov- 
ernment participation to meet the hospital 
needs of the retired aged should be so de- 
vised as to strengthen the voluntary pre- 
payment systems.”’ 


The A.H.A. noted with misgivings the use 
of compulsory health insurance for financ- 
ing hospital care even for the retired aged 
and indicated that the use of social security 
to provide the mechanisms to assist in the 
solution of the problem may be necessary 
ultimately. 


Care for the Aged Urged by Governor 

In his address to the House of Delegates at 
the twelfth annual clinical meeting of the 
American Medical held in De- 
cember in Minneapolis, Governor Orville L. 
Freeman of Minnesota asked the medical 
profession to cooperate with the government 
in developing a program to provide ade- 


Association 
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quate medical care for the aged. He said 
that “While social security pensions are re- 
ducing the numbers of people who need old 
age assistance for ordinary living expenses, 
they are not sufficient to cover expenses of 
serious and chronic illness.” According to 
Governor Freeman, while voluntary health 
insurance plans have made it easier for peo- 
ple to pay for their medical care, they have 
been least effective for persons over 65. 


New Geriatric Hospital 

The Seaside Geriatric Hospital has replaced 
the tuberculosis sanitorium at Waterford, 
Connecticut, and is operated by the State 
Welfare Department for older persons who 
need continuous medical treatment and 
nursing care and who are eligible for Old 
Age Assistance. Facilities are also available 
for a limited number of elderly patients 
who are not in financial need but do need 
the medical services offered by the hospital. 
Patients with tuberculosis or psychoses are 
not eligible for care. The functions of the 
hospital will be to provide continuous diag- 
nostic and treatment services; flexibility in 
procedures so that the patient who is able 
may move to another facility or to his own 
home; security for the patient in knowing 
that he can remain in the hospital as long 
as necessary; nursing service; and medical 
care to protect present health, restore lost 
functions as much as possible, prevent new 
disabilities, relieve pain, and make the pa- 
tient comfortable if his illness cannot be 
cured. 


Two-Million Dollar Home Under 
Construction 

It is contemplated that York House, an I1- 
story apartment house structure for the 
aged of Philadelphia, will be ready for occu- 
pancy by the latter part of this year. The 
$2,000,000 construction cost is being fi- 
nanced under a provision of the Federal 
Housing Act of 1956, which guarantees fi- 
nancing of mortgages for such projects un- 
dertaken by nonprofit agencies with experi- 
ence in the care of the aged. Upon comple- 
tion, York House will have 176 single efh- 
ciency units and 44 two-room units and will 
be completely air conditioned, with eleva- 
tors, commissary, luncheonette, barber and 
beauty shops, and valet service. In addition, 

(Continued on page 126A) 
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heavy housekeeping service will be provided 
as well as two meals daily, and a resident 
physician and nurse will be on the premises. 


Rehabilitation Program Projected 

A rehabilitation project for older disabled 
workers, which was started as a pilot pro- 
gram by the Workshop Division of the Fed- 
eration Employment and Guidance Service, 
has now become a regular program. The 
project, which was designed to create a la- 
bor market for disabled workers in their 
60s and 70s and to show that they can be 
made employable, operates through job 
training in a sheltered workshop with sup- 
plemental testing, counseling, and evalua- 
tion. Thirty-one of the 97 participants in 
the six-month pilot program were rated as 
employable in competitive employment, and 
23 of these were placed in such positions as 
clerks, factory workers, cashiers, and mes- 
sengers. Training costs were paid by the 
New York State Division of Vocational Re- 
habilitation, who recommended most of the 
participants, and other financial support 
was provided by the U. S. Office of Voca- 
tional Rehabilitation and the Federation of 
Jewish Philanthropies. 


California Study of the Mental Patient 
The Department of Mental Hygiene of Cali- 
fornia recently undertook a five-year study 
concerned with identification of the social, 
psychologic, and physical factors precipitat- 
ing or associated with admission of the aged 
person to a mental hospital. Dr. Alexander 
Simon, superintendent and medical director 
of the Langley Porter Neuropsychiatric In- 
stitute, heads the study, which will be fi- 
nanced in part by a grant from the Depart- 
ment of Health in addition to support from 
the San Francisco City and County Hospital, 
the University of California School of Med- 
icine, and the Department of Mental Hy- 
giene. Generally, the study will be of first 
admissions of patients aged 60 or over to the 
psychopathic ward of San Francisco City 
and County Hospital. Also to be utilized in 
the project are the settings and staff of Ag- 
news State Hospital, the Langley Porter 
Neuropsychiatric Institute, and the Univer- 
sity of California School of Medicine. 
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Home Care in the Virgin Islands 

A medical home care program has been 
launched by the Virgin Islands’ Department 
of Health for the aged and chronically ill 
who live on the island of St. Thomas. The 
project, which is financed by a grant from 
the U. S. Public Health Service and super- 
vised by the Division of Public Health 
Services, is designed to relieve the shortage 
of hospital beds, permit earlier return of 
patients to their homes with continuing 
medical care, and provide supervision of 
care in institutions for the aged. A Home 
Care Committee, consisting of a physician, 
a nurse, and a medical social worker, sup- 
plemented as needed by nutritionists, health 
educators, public health nurses, and other 
personnel from cooperating agencies, estab- 
lishes policies, reviews cases, and approves 
applicants for care under the program. 


Senate Committee Studies Employment 
Headed by Senator John F. Kennedy of Mas- 
sachusetts, a subcommittee of the Senate 
Labor Committee is currently making a 
study of what can be done to encourage 
wider employment of workers over 65. Data 
assembled by staff experts from the investi- 
gation are expected to be made available 
for public hearings early this year. The 
study will cover the extent to which older 
persons are now excluded from the labor 
market as well as the need for legislation to 
bring about recognition that “the produc- 
tive period of life is much longer now than 
it once was.” The committee is also study- 
ing the extent to which federal and state 
governments now assist older people, defi- 
ciencies in their care, and other problems, 
such as those associated with pensioning, 
housing, and hospitalization. 


Students Conduct Study 

Students at Boston University’s Sargent Col- 
lege are conducting a pilot. study in the use 
of modified physical education for aging 
persons. Cooperating in the study are 160 
members of the Golden Age Club of Brook- 
line, Massachusetts. The students, who 
make systematic visits to the club, keep rec- 
ords to determine the effect of such modi- 
fied forms of exercise as square dancing, cro- 
quet, horseshoes, and games on club mem- 
bers and to ascertain what could have been 
done earlier in life to improve their physi- 

(Continued on page 131A) 











cal 
an 
are 


mi 
fic 
St 
su 
iti 
fo 








Activities and Announcements 





(Continued from page 126A) 


cal fitness. A member of the college faculty 
and the recreation supervisor for the city 
are supervisors of the study. 


State Support for Hospital Care 
Recommended 

In its third annual report to the legislature, 
the Legislative Advisory Council on Aging, 
University of Michigan, suggested that the 
maximum state grants for hospital or con- 
valescent care of persons receiving Old Age 
Assistance should be increased from $90 to 
$130 per month that the present 
monthly maximum payments of $80 to those 


and 


not receiving such care be increased as a 
means of maintaining health and _self-suf- 
ficiency. ‘The Council also urged that the 
State Health Department be provided with 
sufhcient funds to carry out its responsibil- 
ities in licensing nursing homes and homes 


for the aged and recommended that state | 


SELECTIVE 
ACTION 


uP 






1. Goodman, L. & Gilman, A.: The Pharmacological Basis of T 
Drugs, Their Nature, Action and Use, W. H. Saunders 
, Vol 


man, H.: 


6, p. 725, 1943. Abramowitz, E.W.: Am. J. Dig. [ 


erapeutics, « 


and private agencies ‘‘find ways to provide 
comprehensive — physical examinations for 
persons entering the Old Age Assistance 
program.” Also recommended was the for- 
mation of a special joint legislative com- 
mittee to investigate housing problems of 
the elderly and the creation of a state com- 
mission on aging. 


Gerontologic Syllabi Available 

The Institute for Social Gerontology, Uni- 
versity of Michigan, has announced the 
publication of a series of five syllabi in so- 
cial gerontology, edited by Dr. Irving L. 
Webber of the University of Florida. Each 
syllabus consists of a course outline and an- 
notated bibliography of scientific literature 
in the field of aging designed for the use of 
college and university faculty interested in 
or preparing to offer courses in social ger- 
ontology. The syllabi include The Econom- 
ics of an Aging Population by Walter H. 
Franke and Richard C. Wilcock, University 
of Illinois; ‘The Psychological Aspects of Ag- 
ing by Raymond G. Kuhlen, Syracuse Uni- 
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ample, can be resolved without cyclodiathermy puncture.1 
PRE- AND POSTOPERATIVE CARE — Where surgery is required, ten- 
° sion is first reduced by DIAMOX and maintained after surgery to 
speed healing. Used with miotics, the synergistic action improves 
VI ad | Nic efficacy.1 
Suggested DIAMOX dosage for glaucoma: 250 mg. every four hours. In severe 
glaucomatous crises, the intravenous form may provide quicker reduction of 


global pressure. 
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versity, and Woodrow W. Morris, State Uni- 
versity of Iowa; The Sociology of Aging and 
the Aged by Irving L. Webber, University of 
Florida, and Gordon F. Streib, Cornell Uni- 
versity; Social Welfare and the Aged by 
Gordon J. Aldridge, Michigan State Univer- 
sity, and Fedele S. Fauri, University of 
Michigan; and An Interdisciplinary Course 
in Social Gerontology by Bernice Neugarten 
and Robert J. Havighurst, University of 
Chicago, and Claire F. Ryder, M.D., U.S.P. 
H.S. Single copies are available for fifteen 
cents and the complete set for fifty cents 
from the Institute for Social Gerontology, 
1510 Rackham Building, University of Mich- 
igan, Ann Arbor. 
® 


Editor to Speak 

Dr. Norman Jolliffe, Director of the Bureau 
of Nutrition of the Department of Health 
of the City of New York and associate editor 
of Geriatrics, will be guest speaker at the 
annual dinner of the National Vitamin 
Foundation, which will be held in New York 
City March 3. Dr. Jolliffe will discuss the 
unique anticoronary club, which consists of 
79 participants who have had their blood 
cholesterol levels reduced by dietary means 
alone without loss of weight. A symposium 
on absorption mechanisms and the mal- 
absorption syndrome will be held during 
the day in conjunction with the Founda- 
tion’s fourteenth annual meeting. 


Literacy Center Opened 

In an endeavor to encourage older people to 
help this country’s 10 million functional il- 
literates, Baylor University has established 
a Literacy Center, which has special materi- 
als available for adults. For further informa- 
tion, write to the Director of the Center, 
Professor Richard W. Cortright, Box 123, 
Baylor University, Waco, Texas. 

« 


Conference Reports 

Following a precedent set in 1957, the an- 
nual meeting of The National Committee 
on Aging, which was held December 10 to 
11 in New York City, consisted primarily of 
a series of meetings for Committee members 
rather than a general program meeting. At 

(Continued on page 138A) 
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the annual luncheon, which held De- 
cember 11 and which was open to the pub- 
lic, Bertha S. Adkins, undersecretary of the 
Department of Health, Education, and Wel- 
fare, spoke on “The Significance of the 
White House Conference on Aging.” The 
first day of the meeting was devoted to 


Was 


meetings of advisory committees, reports ol 
Committee members and guests on demon- 


stration and research programs in which 
they participated during 1958, and com- 
ments from representatives of the press, 


how to work effec- 
tively with mass media. On the following 


radio, and television on 


day, three workshops were held on health, 
employment and retirement, and communi- 
ty services. Tributes were paid to Governor 
Harriman and State Senator Thomas C. Des- 
mond for the part they played in stimulat- 
ing interest and developing programs for 
New York. 


older people in the state of 


The latest meeting of the Joint Committee 


of the Federal Council on Aging and the 


Vita-Metrazol 


elixir and tablets 


reactivates 


A general tonic indicated in geriatrics, fatigue 





State Governments, which 
established in the spring of 1957 as a result 
of the recommendations of the Federal-State 
Conference held in June 1956, took place on 
September 30 in Washington, D. C., with 
Arthur S. Flemming, Secretary of Health, 
Education, and Welfare, serving as host and 
Newell Brown, the chairman of the Federal 
Council on Aging and assistant Secretary of 
Labor, presiding. Other Federal representa- 
tives included Bertha Adkins, undersecre- 
tary of the Department of Health, Educa- 
tion, and Welfare, and M. Carter McFar- 
land, director of the Division of Economic 
and Program Studies of the Housing and 
Home Finance Agency. The Council of 
State Governments was represented by Ro- 
bert B. Meyner, governor of New Jersey, 
Kline L. Roberts, a member of the House 
of Representatives, and Dr. Ellen Winston, 
Public Welfare in North 


Council of 


Was 


commissioner of 
Carolina. 
Subjects under discussion included the 
White House Conference on Aging, housing 
and home care, strengthening technical as- 
sistance to the states and standards for state 
programs in aging, medical care needs of the 
(Continued on page 140A) 





and senility — where apathy is the dominating symptom. 


Contains Metrazol with selected vitamins. 


Usual Dose: 1 or 2 tablets or teaspoonfuls of Vita-Metrazol 3 or 4 


times daily. 


Availability: Elixir in pint bottles, tablets in bottles of 100. 


Metrazo!®, brand of Pentylenetetrazol, E. Bilhuber, Inc. 


KNOLL PHARMACEUTICAL COMPANY 


ORANGE 
NEW JERSEY 











; 
| 


r 7~ 


remember 
this name 











Activities and Announcements 


(Continued from page 138A) 


aging, Senior Citizens’ Week, and funds for 
the rehabilitation of older persons. 


Iwo regional offices of the Department of 
Health, Education, and Welfare have held 
conferences on aging with the states in their 
regions. The Charlottesville, Virginia, office, 
which includes the District of Columbia, 
Kentucky, Maryland, North Carolina, Vir- 
ginia, West Virginia, Puerto Rico, and the 
Virgin Islands, held its meeting November 
3, and the New York City office, which in- 
cludes Delaware, New Jersey, New York, 
and Pennsylvania, met December | to 2. At 
each meeting, the Director of the Special 
Staff on Aging reported on the White House 
Conference on Aging, and the representa- 
tives from the various areas reported on the 
current status of their aging programs and 
discussed future plans. These meetings, the 
first to be sponsored by the regional offices, 
provided an opportunity for “an exchange 
of information among state and federal rep- 
resentatives with a view toward arriving at 
recommendations for improvement of exist 
ing official resources in all levels of govern- 
ment and the exchange of information on 
methods, laws, and the effectiveness of pro- 
eramming.” 


The Association of Ohio Philanthropic 
Homes for the Aged, Inc., held its annual 
meeting December | to 2 in Columbus. Dr. 
Clark ‘Tibbitts, assistant director, Special 
Staff on Aging, Department of Health, Edu- 
cation, and Welfare, spoke on “Aging on the 
National Scene,” and, in a joint discussion, 
Dr. Margaret DuBois, chief of Ohio Divi- 
sion of Hospital Facilities, and Judge Henry 
J. Robison, director of Agency Relations of 
the Columbus Hospital Federation, consid- 
ered “Planning a Comprehensive Program 
for Patient Care and Care of the Chronical- 
ly Ill.” The Rev. Mr. Roland C. Bosse is 
president of the Association, and Hannah L. 
Protzman is executive secretary. 


The Health and Welfare Council Aging 
Conference, which was attended by repre- 
sentatives from 55 agencies in the Washing- 
ton, D. C., metropolitan area, was held last 
October at which the participants agreed to 
work together through forums, workshops, 
and other technics for sharing information 
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and experiences. A principal aim of the new 
Council will be to increase community 
awareness of aging problems so that more 
adequate services and facilities for the elder- 
ly will be developed. For further informa- 
tion, write to Isadore Seeman, Executive Di- 
rector, Health and Welfare Council, 1101 M 
Street Northwest, Washington, D. C. 


The semiannual meeting of the Gover- 
nor’s Council on Aging, which was ap- 
pointed in February 1958, was held Novem- 
ber 14 at Olympia, Washington, with 30 citi- 
zen members and departmental representa- 
tives attending. Seven subcommittees _ re- 
ported on progress in their current work 
and discussed plans for future studies and 
activities. Highlights of these reports and 
recommendations are included in a progress 
report to Governor Rosellini, copies of 
which are now available in limited number. 
One of the recommendations called for the 
convening of regional conferences on aging 
in 1959 and a state conference in 1960 in 
preparation for the White House Conference 
on Aging to be held in 1961. 


Because improved standards of living may 
bring on an increase in the number of old 
persons admitted to mental hospitals in 
countries where as yet only a small percent- 
age of the population survives into old age, 
the World Health Organization Expert 
Committee on the Mental Health Problems 
of Aging and the Aged met in Geneva, Swit- 
zerland, in September to review the causes 
and types of mental illness in old age and to 
consider ways of dealing with the problem. 
Members of the Committee were: Dr. E. 
Braga, Brazil; Professor A. Querido, The 
Netherlands; Dr. A. Repond, Switzerland; 
Dr. C. A. Roberts, Canada; Professor Tors- 
ten Sjégren, Sweden; Professor A. V. Snezh- 
nevsky, USSR; and Dr. Tigani el Mahi, Su- 
dan. Dr. E. E. Krapf and Dr. Maria Pfister, 
who acted as sec retary, represented WHO, 
and Professor Martin Roth of the United 
Kingdom acted as consultant to the Com- 
mittee. 


EDITOR’S NOTE 


Albeit’ great strides have been made in lengthening 
man’s life span, the editors did err in reporting, in 
the sentence fellowing the text, on page 7 of the Jan- 
uary issue of Geriatrics that “This paper (‘Implications 
of Aging as Predicted by Population Changes’ by Dr. 
G. Halsey Hunt) was presented at the Fourth Annual 
Symposium on Aging sponsored by the Wm. S. Mer- 
rell Company in Chicago, May 8, 7598.’ Of course, 
the date should read, 1958, 
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and farina—Wheatena is iow in fat con- 
tent. So delicious, its distinctive nut-like 
flavor tempts even the most listless appe- 
tite! And so easily digested and assimi- 
lated, even infants thrive on it! 
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Results of Estrogen Therapy in 
Prostatic Cancer 

Five-year survival rates for a group of 50 
patients treated with TACE for prostatic 
cancer were found to be moderately higher 
than those reported for similar patients 
treated comparably with diethystilbestrol. 
Results of an eighty-month survey of these 
50 patients, who were given TACE (chloro- 
trianisene) in daily doses varying from the 
usual dose of 24 mg. to 144 mg. for periods 
ranging from twenty-four to eighty months, 
showed that response to the drug was gen- 
erally gratifying, as evidenced by decreased 
pain, gain in weight, reduction of acid phos- 
phatase levels, and regression of metastatic 
lesions. TACE, a product of the Wm. S$. 
Merrell Company, Cincinnati, Ohio, was re- 
ported to be long-acting, well-tolerated even 
in high doses, and valuable in the treatment 
of patients unimproved on therapy with 
other estrogens. In addition, it was noted 
that the drug does not produce enlargement 
of the adrenal or pituitary glands, adversely 
affect the adrenal cortical function, or cause 
gastrointestinal symptoms or edema. 


New Relief for Headache 
Warner-Chilcott Laboratories, Morris Plains, 
New Jersey, recently developed a new com- 
pound specifically designed to relieve sinus 
headache. Supplied as Sinutab, the new 
preparation contains both long and fast act- 
ing analgesics to raise the pain threshold, a 
decongestant to interrupt the pain mecha- 
nism, and a mild tranquilizer and antt- 
histamine to relieve tension and control al- 
lergic factors. 


Pamphlet on Low-Fat Breakfast 
Available 

The Cereal Institute, Inc., has prepared a 
pamphlet entitled, “Are You Interested in a 
Low-Fat, Well-Balanced Breakfast?”, which is 
based on scientific library research and was 
reviewed by leading authorities for publica- 
tion. Copies are available without charge by 
writing to the Institute at 135 South LaSalle 
Street, Chicago 3. 





